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RELATIONS OF THE FACIAL NERVE TO THE TYMPANUM 
ESPECIALLY IN TYMPANIC EXENTERATION. 


BY B. ALEX. RANDALL, M. A.,-M. D. 
Clinical Professor of Ear Diseases, University of Pennsylvania. 
I trust it is not necessary, gentlemen, to remark that by tym- 
panum, I do not mean the drumhead or the cavity just within it 


Faciel canal 


Meatus.ind, hi” g 
Flore Fympanu me \\ 


| Bristle through Facial canal 


Fig. 1. Temporal bone sectioned vertically through the tympanum, internal and ex- 
ternal canals showing relations of Facial canal to oval window and Tensor tympani.’ 


alone, but the whole tympanic cavity or series of cavities, which in- 
tervenes between the Eustachian tube and the cells of the mastoid. 
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Therefore, the course of the Facial nerve will be considered in rela- 
tion to all portions of the cavity, as well as in regard to its proximity 
to the middle of the posterior margin of the drumhead or any 
other vulnerable point. A consideration of this matter would seem 
called for by reason of several publications upon the subject and 
from the earnest queries with regard to it which are often addressed 
‘to me by students; and the too frequent injury of the Facial nerve 
in our tympanic and mastoid operations is evidence of the need of 
a clearer idea with regard to its location. 

In reality, the topography of the facial canal is not very difficult 
to grasp in clinical cases. It is rarely hard to locate the oval win- 





Fig. 2. Sagittally sectioned recent temporal viewed from within. 


dow ;-and we know that the upper margin of this niche is formed 
by the prominent facial canal. We can follow it but a few milli- 
meters forward before reaching the geniculate ganglion and the 
~.disappearance of the Facial nerve, out of all ordinary reach, into the 
depth of the petrous bone, and external to this part of its course 
and somewhat protecting it is the tensor tympani muscle and its 
bony semi-tube. (Fig. 1.) Backward from the oval window it de- 
scends in curving course to pass about three millimeters behind the 
middle. of the posterior margin of the annulus (Fig. 2) and then 
passes vertically down to its stylo-mastoid exit. It is more difficult 
to gain a clear idea of its location when we approach it through the 
mastoid, with its variable size and its wholly artificial surgical open- 
ing; but here, too, a positive anatomical guide is ready to show the 
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position and course of the facial canal. This is the polished boss of 
bony prominence on the inner wall of the antrum which marks the 
protuberance of the horizontal semi-circular canal and the down- 
ward curving convexity of the Facial. This is recognizable in the 
majority of the clinical cases when the field has been well laid bare, 
and cleansed of blood and detritus. Remembering that from this 
point the descent of the Facial nerve is exactly vertical, it ought to 
be fairly possible to define this course throughout its whole extent. 

Developing like the other bony structures of this region only as a 
sheath to more important soft tissues which are apparently moulded 
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Fig. 3. Drumhead, annulus, labyrinth and Facial nerve, isolated and viewed from above. 


by them, the facial canal is also a secondary growth and can be 
seen in the embyro as a cartilaginous scroll, at first sheathing in- 
completely the well-formed nerve. (Fig. 3.) Yet this condition of 
incomplete protection persists in many of the lower animals and is 
far from rare in man, especially in early life; so that a dehiscence 
of the facial canal just above the oval window is very frequent. 
Hence the occurrence of Facial palsy in many cases of tympanic in- 
flammation even although this has been so fleeting as to have left no 
trace by the time that the patient comes under observation or at 
most reveals an injection so slight as to leave its etiological relation 
in doubt. Still a considerable experience makes one confident that 
“Bell’s palsy,” so-called, is less often due to rheumatic inflamma- 
tion of the nerve at its stylo-mastoid exit, than to its involvement 
in its tympanic portion just above the, oval window. (Fig. 4.) 
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Cases of the other sort are met from time to time, sometimes when 
there is much to suggest the intra-tympanic lesion; but the large 
majority of those which I have met gave, in the history, if not in the 
present appearance, full evidence that this intra-tympanic art was 
the really injured portion of the nerve. 

In the operation of tympanic exenteration, whether done as an 
entity or as a part of the more’ radical tympano-mastoid exentera- 
tion, this course of the Facial nerve must always be of great import- 
ance; and some have made their operation apparently dependent 
upon the question of how its safeguarding was most surely to be 








Jneus Martleus 


Facial 


Petrosals 








Stylo- i ‘pmene: (foramen 


Fig. 4, Facial nerve from without in its relations to the overlying and the 
deeper structures, 


secured. The employment of an instrumental guard and even the 
forming of a needless opening through the mastoid in order to 
accommodate this, is evidence of the point which I make, for it 
is unquestionable that injury to the Facial nerve is easily caused 
by the slightest bungling. The method of operating should, there- 
fore, be such as to furnish a perfect guard to the endangered struc- 
tures, but if possible to find this in the natural structures rather 
than by the employment of an instrument which may perpetrate 
the very injury which it is designed to prevent. If the operation 
is done from a point near the annulus, as I have urged (Trans. of 
the Amer. Otolog. Society, 1898), it is perfectly feasible to open 
the aditus from the canal with little loss of time and with great 
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security to the Facial nerve, because the margin of the Rivin- 
ian segment remains between it and the chisel, as a bridge against 
which we can safely chisel until it has become too delicate to afford 
further protection, when it is easily broken away by outward trac- 
tion with a spoon. Then the opening into the antrum and attic 
needs but such additional enlargement as the condition of caries de- 
mands. 

In those cases where the mastoid as well as the tympanum must 
be eviscerated, it is usually more convenient to open up the mastoid 
first and to remove the back wall of the meatus intervening be- 
tween the canal and the mastoid cavities, antrum and attic by the 
rongeur or chisel working from without inward. But virtually the 
same means can be adopted for the protection of the facial nerve 





Fig. 5. Mastoid and canal bared, and tympanum and mastoid exenterated. The boss 
marking the semicircular and facial canals shows at the bottom of the wound. 
and the same bony margin, preserved as a guard until the last steps 
of the procedure, will bridge the gap directly over the Facial nerve. 
Leading apparently outward from this, the ridge constituted by 
the anterior wall of the mastoid can be cut down as far as the 
middle of the annulus and thence outward in a steep slope which 
can approximate the vertical course of the descending portion of 
the facial. Here, too, it ought to be feasible to avoid all injury, 
although if the spoon is used, it can easily be engaged more deeply 
than is meant, so that light, quick curetting is safer than more vig- 
orous work. My impression as to the practicability of these meas- 
sures to avoid injury of the Facial nerve may be over-weening, for 
a nearly invariable success in a hundred or more cases was broken 
by the occurrence of three instances of Facial palsy in quick succes- 
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sion last year. But only one of these could be fairly ascribed 
to the fault of the operation, and that rather to its execution than 
to its plan. 

The illustrations which I have presented,* reveal the relation of 
the Facial nerve in the recent and in the macerated specimen, with a 
fullness that seems to require little descriptive elaboration, and 
make clear, I trust, the really simple and almost unmistakable po- 
sition of the nerve and the rational means of avoiding it. In cases 
of extensive caries, whether tubercular or of other character, it 
may be needful to curette away the walls of the facial canal, baring 
the nerve to a possible injury. Yet, when unavoidable, this is prob- 
ably wise if carefully done, since it can frequently be innoccuous ; 
while the timid avoidance of such intervention may easily leave the 
parts for a spontaneous lesion of the nerve, and I believe we can 
fairly claim that its surgical injury is far less likely to be lasting 
than that which spontaneously occurs. Bezold has shown that ex- 
foliation of the entire facial canal, which must have ruptured the 
nerve, may be followed by prompt and perfect restoration. Whether 
it may be possible in these or other cases where disease has de- 
stroyed the continuity of the Facial to resect the damaged nerve 
and adjust its ends for union, is as yet a matter of speculation, al- 
though I believe that Cozzolini claims to have already done it. 








Otitic Sinus Phlebitis and Thrombosis.—J. E. SHEPPARD, M. D. 
(Brooklyn)—Brooklyn Med. Jour., Nov., 1901. 


In an exhaustive and practical paper. upon this important topic 
the author has presented the clinical aspect of these complications. 
Involvement of the sinus rarely follows a chronic purulent 
disease of the middle ear. Among the septic organisms which 
are found in the purulent products, the streptococcus seems to be 
the most virulent. 

The various stages of the disease are carefully considered, and 
the classical symptoms are taken up individually. 

Of all the symptoms the most characteristic are the pyemic fever, 
the chills and rapidly fluctuating temperature. These symptoms are 
subject to variations. 

The differential diagnosis is also considered at some length. 
There is but one proper method of treatment in this condition: 
Remove the cause of the trouble. Expose and open the sinus for 
some distance ; remove the thrombus and try to obtain a free flow 
of blood from both ends of the vessel. When the diagnosis is rea- 
sonably certain the author recommends as a general rule that the 
internal jugular be tied off'well down in the neck and high up toward 
the bulb (if necessary also the facial vein), and the intermediate 
portion of the vein resected. 

M. D. LEDERMAN. 


*Thirty photographs, macroscopic and microscopic were thrown upon the screen. 





















































DEFORMITIES OF THE BONES OF THE FACE AND NOSE. 
BY EUGENE S. TALBOT, M.D., D.D.S., CHICAGO. 
Fellow of the Chicago Academy of Medicine. 
(Continued from page 343.) 

In 1874 I commenced investigations in a systematic way to as- 
certain the character and determine classification of deformities. 
This was followed by a study of the degenerate classes of this coun- 
try and Europe and finally of peoples in the ordinary walks of 
life. The result of this research has been published from time to 
time in medical and dental journals. 

It is here my intention to analyze this work in a systematic way, 
showing how deformities of the face, nose and jaws are produced. 

To the great anatomist, Camper, belongs the credit of first study- 
ing the human face from the scientific standpoint. His name was, 
therefore, given to the facial angle which still serves as a standard 
by which to judge the rank of the human face in comparison with 
the lower animals. In one of his works he gives (Fig. 14) “physi- 
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cal observation on the difference ot the feature of the face con- 
sidered in profile, as the heads of apes, orang-outangs, of negroes 
and other peoples, tracing up to antique heads. You will be as- 
tonished,” he says, “to find among my first plates two heads of 
apes, then of negro and then of a camel.” 

The angle of Camper may be employed to ascertain the relation 
of the face to the head. (Fig. 15.) This illustration represents 
what Camper calls an antique head. 

This imaginary line dropped from the supercillary ridge down 
the side of the nose will determine the existence of prognathism 
or orthognatism, in other words whether it is a case of arrested 
development or excessive development. 

During a trip to Europe in 1897, observations were made on the 
British Isles and the Continent as to the facial angle. In mos: 
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countries casual examination was made, but where marked de- 
formities presented themselves more careful observations were con- 
ducted. The soldiers, police and cabmen, as a rule, as well as citi- 
zens were observed. In Stockholm, on examination of 5,000 peo- 
ple, 2 per cent were found outside the perpendicular, 14.70 per 
cent on the line, and 83.30 per cent in side the line. In London 
examination of 10,000 faces revealed 4.13 per cent outside the line, 
12.87 per cent on the line, and 83 per cent inside of the line. In 
an examination of 3,000 English school children (about ten years 
of age), 93 per cent possessedjaw s inside of the perpendicular 
line. Prognathism elsewhere in Europe furnishes a sufficient oc- 
set to marked irregularities of the teeth. 








Fig. 15. 

In comparison with these results are those obtained in Baltimore 
under the supervision of B. Holly Smith, by William C. Palmer; 
in Chicago by Robert Keith under my own supervision. Those 
made in Baltimore showed 8 per cent outside the line, 36.5 per 
cent on the line and 55.5 per cent inside the line. Those in Chi- 
cago were 4.6 per cent outside the line, 14.6 per cent one the 
line, and 80.7 per cent inside the line. 

The rapidity of evolution of the facial angle is shown in the 
faces of the American negroes. On examination of 357 by William 
Ernest Walker in New Orleans, protrusion was found in 97.5 per 
cent cent; on the line, 2.5 per cent. On examination by Arthur 
R. Dray of 686 in Philadelphia, 83.57 per cent were found to pre- 
sent protrusion ; 15.95 per cent on the line; 1.13 per cent recession. 
On examination of 1,085 in Chicago, 51.06 per cent presented pro- 
trusion, 31.08 per cent one the line, and 16.6 per cent recession. 
Examination by Eugene F. O’Neill of negroes in Boston showed 
that of 1,000 454 or 45.4 per cent were protrusion, 395 or 39.5 
per cent on the line, and 151 or 15.1 per cent receding. O’Neill 
says: “Many of the faces classed as protruding have a marked 
protrusion of both jaws, but have the symphysis well back of the 
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vertical plane. In fully one-half of the cases enumerated as pro- 
truding, the protrusion is comparatively slight and a smaller num- 
ber has the typically protruding angle which is shown in the 
diagram.” 

The lateral arrest of development has been fully as great as the 
antero-posterior in the evolution of the face and jaws. To de- 
termine the nature of this evolution, I made numerous measure- 
ments anent these changes. The measurement of early as well as 
modern peoples were made on skulls obtaind from museums and 
crypts of churches in Europe in which last large collections of skulls 
are found. 

Measurements were made across the upper jaw from the outer 
surface of one first molar to the outer surface of the corresponding 
molar of the other side. (Fig. 16.) These points were taken be- 





Fig. 16. 


cause these molars are first of the permanent set of develop, hence 
because developing posterior to the temporary ones, they erupt in- 
dpendently and are not interfered with by any in the jaw. The 
point of the jaw where these teeth are situated is the widest nor- 
mally developed not influenced by local causes. This furthermore 
was most accessible. Measurements were made in person over 
twenty-five years of age, because at or near this period growth is 
complete. After this period development is very slow. At thirty 
to thirty-five years it ceases altogether. 

Mr. J. R. Mummery! and Messrs. Cartwright and Coleman ex- 
amined ancient British and Roman skulls in Hythe Church, Kent, 


: 1 Odontological Society of Great Britain. 
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England, and found that they measured from 2.25 inches to 2.75 
inches, with an average of 2.50 inches, while the jaws of present j 
English measure from 1.88 inches to 2.63 inches, with an average 
of 2.28 inches. In jaws of the early Romans measured from 2.12 
to 2.62 inches, while the jaws of the present Italians measure only 
1.97 to 2.62 inches ; average, 2.17 inches. 

In America they vary in different localities from 1.75 to 1.97 
inches, lowest, and from 2.20 to 2.63 inches, highest ; average from 
2 to 2.19 inches. It will be seen that while there is occasionally 
a jaw in England, Italy and America which will measure the ex- 
treme width, the greatest change is in the lower figure and aver- 
ages. This is to be expected, since in neurotics and degenerates, 
there is a tendency to atavism which is continually exerting its 
influence against arrest, which often produces jaws of the most 
extreme size. These figures include only the normally developed 
jaws. If we were to include those with arrest of development of 
the face and jaws, the lowest would become about 1 inch and the 
highest about 2 inches, with an average of .75 inches. 

These examinations having been made by different persons, 
physicians and dentists, however, the usual allowance must be 
made for the personal element of error. 

A tissue or organ undergoing a change in structure is a transi- 
tory structure. Transitory structures are mose easily affected than 
those normally developed. 

This struggle for existence was very early pointed out by Aris- 
totle in his law of economy of growth. 

The law of economy of growth whereby an organ or structure 
is lost for the benefit of the organism as a whole is beautifully 
illustrated in the degeneracy of the human face. The development 
of the brain at the expense of the face necessitates studies of the 
evolution of the face from the point where Camper left them. 

The dividing line in the evolution of the face must be drawn 
where normal development ceases and pathologic begins. At this 
point deformities of the nose and jaws with irregularities of the 
teeth become quite marked. 

Having in a general way outlined the evolution going on in the 
human face, the causes which produce arrest and excessive develop- 
ment of the face, nose and jaws require attention. These turn upon 
the struggle of the organs for assimilable nutriment. 

The questions involved in heredity and embryonic development 
as concerned in maldevelopment are by no means so simple as the 
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average practitioner or even obstetrician assumes. At the outset, 
every vertebrate embryo assumes the same type before definitely 
differentiating into its final type. Arrests of development hence 
produce conditions found in lower types. Some arrests may be 
for the benefit of the body as a whole, while others are an ar- 
rest of the type. There is a struggle for the assimilable nutriment 
between the different structures of the embryo. Type heredity 
aided by immediate atavism tends to preserve the type against gains 
or losses from immediate heredity since the embryonic poten- 
tialities of a type are never fully realized in the adult. Type her- 
edity and immediate atavism sacrifice the individual for the race.’ 
Reproductive powers represent the race and to these, higher extra- 
uterine specialization of the individual is sacrificed. Losses 
through immediate heredity, if not completely overcome, aid re- 
mote atavism at the expense of type heredity and immediate atay- 
ism. This is why embryonic types result from defective heredity. 
The cyclops with its primitive face and nose is an arrest of develop- 
ment in the embryonic time when the pineal body was equal in 
possibilities as an eye with the bilateral eyes. On embryonic de- 
velopment, maternal environment exercises an enormous influence 
in the direction of*arrested or progressive development. Maternal 
shock produces arrests of development which are not photographic 
conditions, but survivals of embryonic states. While maternal im- 
pressions do have an effect, it is simply in conditions of arrest and 
not in photographic reproductions of the alleged cause of the im- 
pression. Thereby, therefore, are created periods of stress around 
which, as Kiernan remarks, the disappearing and developing tend- 
ency necessarily centers, when certain functions and structures are 
to be lost by the disappearing, and others gained by the developing 
organs. Two most important periods of stress are the senile or 
simian period (Fig. 17) four and one-half months of foetal life 
and the period of sex differentiation. Nearly all conditions of 
physiologic disturbance may result at these from the influence of 
maternal nutrition or environment or of hereditary factors. 
Among the factors which form part of maternal and paternal en- 
vironment as well as the environment of childhood are climate, 
soil and food. These factors intermingle to a greater degree than 
is at first apparent. Monotony of food produces the constitutional 
disturbance of metabolism known as scurvy. Into this often enter 
conditions of depression like those resultant on confinement on 
shipboard or in institutions and during the Arctic winter. While 
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monotony of diet alone in infancy then suffices to produce scurvy 
(as shown in the scurvy resultant on constant use of a single infant 
food), still in the adult other factors are needed. In the decrease of 
scurvy, in modern maritime life is seen as much of the effects of 
rapid voyages as of improved food. 

The influence of these complex factors are singularly well shown 
in the complex sociologic state civilization. This, while not hav- 
ing the malign influence usually ascribed to it, has, by its economy 
as regards food production and preparation, lessened markedly the 





Fig. i7. 


functions of the jaws and teeth. Food no longer needs the grind- 
ing and tearing required from primitive man or even types as high 
as the “pile dwellers,’ whose food is still to be found even to 
coarse breads and cakes. Under the law of economy of growth, 
lessened muscular action leads to lessened blood supply. Less- 
ened blood supply produces conditions in the offspring tending to 
under nutrition of certain parts for the benefit of the body as a 
whole and to diminution in size of unused parts. As the jaws, 
alveolar process and teeth are comparatively unstable in all mam- 
mals, these of necessity are peculiarly affected by disuse. 
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Similar evolution is occurring in the dog in whom domestication 
plays the part of civilization and who from a carnivore has become 
an omnivore.! In the mongrel dog, race admixture and other fac- 
tors producing change in man are to be found. In him particu- 
larly does domestication play the part of civilization and jaw and 
tooth irregularities ascribed to other causes occur. Facility for 
securing food under domestication has played a part. Disuse of 
the jaw as a weapon by man has done its share in the changes 
comparatively early in development. To a certain extent this last 
change is still going on in the dog. In cases predisposed to ad- 
vance in evolution, irregularities of beneficial type occur with great 
facility. In cases predisposed in the opposite direction changes 
result of opposite tendencies. The factors thus exerted play a part 
in evolution of the nose and throat. 

Modern researches, not entirely supporting the doctrine that 
race is the mother of climate, tends to show that vital resistance 
in tropical and arctic climes turns more on external conditions 
than on race. Forty years ago the United States engineering au- 
thorities claimed that it was impossible for human beings to live 
the whole year in Minnesota, owing to extreme cold in winter. 
Now not only is the soil cultivated throughout the entire state, 
but still further north in Manitoba a large city has sprung up sur- 
rounded by a very considerable farming. population. 

The influence of food in producing systemic changes involving 
interference with proper osseous development, may be divided into 
two factors. One concerns the quality of food, and the other the 
quantity and variety. 

The possibility, therefore, as Weismann! remarks is not to be 
rejected that influences continued for a long time (that is for gen- 
erations such as temperature, climate, nourishment, etc.), which 
may affect the germ plasm as well as any other part of the organ- 
ism, may produce a change in the constitution of the germ plasm. 
The influence of these factors may be exerted on the child during 
its intra-uterine life as well as during the extra-uterine periods of 
stress through its effect on maternal nutrition. 

The factors entering into the struggle for existence most mark- 
‘edly involve the relations of the brain to the head and face. Dur- 
ing intra-uterine life the face loses and the brain gains. This is 
well illustrated in the contrasted skulls (Fig. 18.) After birth the 
face gains at the expense of the brain. The body and face, as a 





1 Talbot, Irregularities of the Teeth, Fourth Edition. 
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whole, so gain on the growth of the brain that as Havelock Ellis? 
remarks, further growth from the third year onward though an ab- 
solutely necessary adaptation to environment, is, to some extent, 
growth in degeneration and senility.. The amount lost of the 
promise of the child is well shown in the following (Fig. 19), where 
the perfectly developed being fulfilling the promise of the child is 
contrasted with the man that the child actually becomes. Struggles 
for existence on the part of the different organs and systems of the 
body are most ardent during the periods of intra- and extra-uterine 
evolution and involution. At the period of sex differentiation and 
at the simian or senile period (Fig. 17) irregular balance given the 
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struggle for existence leads to imperfect sex differentiation or pre- 
mature senility. This last often produces irregular and incom- 
plete ossification. Since, as Harriet Alexander? has shown, de- 
generacy is a process of evolution leading to alteration of form, 
because of cessation of inhibition in certain directions resultant 
on diminished work, it logically follows that since diminished func- 
tion precedes change of structure, increased function checks the 
change of structure in its biochemic stage. Nay, more structural 
elaboration due to gains from degeneracy may be retained while 
the degenerate structure resume their higher functions. Hence a 
degenerate race may rank higher in evolution because of the bene- 
ficial variations due to degeneracy. Neither degeneracy nor path- 
ology necessarily imply malignity. The question whether degen- 


1Germ Plasm. 
2Man and Woman. 
8Medicine, 1896. 
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eracy or pathologic factors be malign turns on how the structures 
affected stand toward the complete development of the individual. 
The structures of the face, as Minot,! has shown in man are de- 
generate as viewed from the vertebrate type. They are structures 
which quite early in evolution have been sacrificed to the gains of 
the central nervous systeri. (Fig. 19.) On them, therefore, do 





Fig. 19 


struggles for existence between organs leave most decided marks. 
The jaws and face are less marked in type with rise of evolution. 
Two facial types result from arrest of development. Fig. 20 
shows the arrest antero-posteriorly; Fig. 21, lateral arrest. All 
other forms are modifications of these two. They may become 
more intensely or less marked. The nose may become arrested at 
a much earlier date. (Fig. 22.) The lower jaw in Fig. 20 while 
apparently excessively developed is normal. The seeming excess 
is due to the face being arrested. Were it normal, the lower jaw 
would not appear so prominent. Because of mobility the lower 
jaw is more likely to be normal, in neurotics and degenerates, than 
the upper. The lower jaw (Fig. 21) is arrested in development. 


1 Embryology. 
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Arrest of the face almost always involves the upper. Arrests and 
excessive development of the nasal bones necessarily result. The 





Fig. 20. Fig. 21. 


anterior nasal cavity is arrested when arrest of the face takes place. 
The width of the external nasal cavity varies considerably. In 
2,000 cases the greatest width was 1.25 inches; the smallest 





Fig. 22. 
width was .75 inches. The length from the nasal.spine to the edge 
of the nasal bones was (greatest length) 1.54 inches, and the 
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smallest 1.20 inches. These results were found in skulls of Peru- 
vians, stone-grave Indians, mound-builders, cliff-dwellers, Hawai- 
ians, etc. In neurotics and degenerates, when arrest of develop- 
ment of the face and nose has taken place, the width measured 
.50 to .60 of an inch and the length .80 to .90 of an inch. In 
these cases, if the turbinated bone developes uniformly, the vomer 
will be straight. If asymmetry exist, the vomer will be deflected 
to one side or the other ; in which case the bone, when covered with 
mucous membrane, will fill the cavity of the nose and mouth- 
breathing will result. 

On general view of the nose, want of harmony in its general out- 
line is often seen. The nasal bones are arrested in development, 
the tip of the nose is turned up, from a normal or excessively de- 
veloped cartilage. Another very marked deformity is that in which 
nasal bone and cartilage are excessively developed. The bone 
takes one single and the cartilage another, producing a double 
nose. This condition is very commong among Hebrews. Ameri- 
cans may also have nasal organs with material enough for two 
fair-sized noses. In a majority of such cases, total collapse of 
the walls of the nose and frequently mouth-breathing results. 

In over 2,000 measurements of the nasal bones, the shortest was 
found to be .40, the longest 1.65 of an inch in length. Even the 
bones without the cartilage would make a fair-sized nose. These 
bones take different angles. Those which are the largest take the 
greatest angle. A form of deformity more common than generally 
supposed, is that in which the nose is deflected to the right or left. 
This deformity, however, is often so great that it produces a marked 
asymmetry of the face and as oftenas slight as to be unnoticed by 
the average observer. It is carried to the right or left by want of 
harmony in development in the cartilaginous structures when only 
the soft tissues are involved. When the nose bones are deformed, 
quite another condition results. Marked deflection as well as other 
deformities of the nose are not observed in early life. As the face 
develops the deformity becomes more prominent and at puberty is 
well defined, although it does not reach its full extent until twenty- 
five or thirty years. In most instances, the two lateral halves of 
the face are asymmetric, as well as the nasal bones. The bones of 
the nose develop upon one side and deflect the lower border to the 
opposite side, where the bones are undeveloped. This has a tend- 
ency to deflect the cartilaginous septum in the same direction, 
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which, in turn exaggerates the deformity. Noses in neurotics and 
degenerates may be defleceed nearly forty-five degrees from a nor- 
mal position. These marked deflections have been charged to in- 
jury in utero or at birth. As the bones of the nose are unde- 
veloped at birth and as marked deflection is not observed until later 
in life, such a theory fails to fit the case. 

At birth the nasal cavities are not evenly developed. If one side 
be larger than the other, more air will pass through one side than 
the other. If the two sides are nearly even, the amount of air will 
be about uniformly distributed. This, however, is not always the 
case. The floor of one nasal cavity may be considerably lower 
than the other. When this is the case one-half of the face, includ- 
ing ear, eye and jaw is usually lower than the other. 





Fig. 23. (Zuckerkandl). 

When arrest of the face occurs, there is always arrest of the up- 
per jaw as well as the bones of the nose. When the arrest is con- 
centrated upon a part or organ the results are a marked deformity 
of the part. Thus (Fig. 23) marked arrest of the face may produce 
a medley of small cavities instead of normal nasal cavities, antra 
and ethmoidal cells. The septa may develop to one side. The 
nasal cavity may be divided into smaller cavities and the opening 
into the antrum be very much enlarged. The thmoidal cells may 
be considerably enlarged at the expense of the nasal cavities. De- 
flection of the septum must therefore be considered due to a normal 
. development on account of arrest of the bones of the face. The 


other mechanical in its relations to the turbinated bones. 
Deflection of the septum depends upon the walls of the nose and 


the turbinates. The walls of the nose and the turbinates ossify 
before the septum, hence the septum must adapt itself to the loca- 
tion of these bones. 
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The position of the vomer depends upon the walls of the nasal 
cavities, the shape and size of the turbinated bones. These may 
be excessively, developed or arrested in their development. One 
or both inferior turbinates may be entirely arrested. Thus the 
following skulls (of the Army Medical Museum at Washington) 
possess such deformities. 

Skull No. 1,090, case 177; lower right turbinated bone undeveloped. 
Skull No. 1,092, left inferior turbinated bone undeveloped, vomer gone. 
Skull No. 1,094, both inferior turbinated bones undeveloped. 

Skull No. 2,431, no inferior turbinated bone. 

Skull No, 2,453, no inferior turbinated bone. 

Skull No. 2,798, no inferior turbinated bone. 

Skull No. 2,451, no left inferior turbinated bone. 

Skull No. 1,216, case 180; both inferior turbinated bones undeveloped. 

Many Peruvian skulls show undeveloped inferior turbinated 
bones. Thus: 

Skull No. 680, case 166; no right inferior. 
Skull. No. 631, case 166; no right or left inferior. 
Skull No. 115, case 167; no left inferior turbinated bone. 

The vomer calcifying later in life, stimulated by air inhaled and 
exhaled, develops the cartilage and moulds it into a center equi- 





Fig. 24. (Casselberry.) 


distant between the turbinates (Fig. 24). These structures serve 
to warm the air taken into the lungs. This is accomplished by the 
air passing uniformly between them through the nose. Should de- 
fects in development arise, excessive or arrested development of 
bony structure occur easily in such unstable vascular structure. 
Excessive development of the turbinated bones is very common. 
Thus, (No. 2,131, case 175, Vancouver Island Indians), the right 
middle turbinated bone is excessively developed, so that it fills the 
anterior middle of the nasal cavity with a large cavity in the cen- 
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ter. The left middle and right and left inferior bones were well 
developed, filling both nasal cavities. In this case the vomer, which 
stands uniformly between the turbinated bones takes the shape of 
the letter S. No. 2,129, Vancouver Island Indians, shows left su- 
perior turbinated bones excessively developed to a level with middle 
turbinated bone. The vomer is deflected to the right, then to, the 
lft in order that it may stand in a central position. Skull 1,300, 
case 173, illustrates the principles here laid down excellently. The 
right middle turbinated bone is undeveloped, the inferior right is 
excessively developed ; the vomer in its middle takes a V-shape so 
as to stand in the middle between the turbinated bone. 

That inhalation and exhalation govern the development and 
shape of the bones of the nose is shown in many ways. When the 
nasal cavities are small and the bones become enlarged upon one 
side, the outer wall becomes concave, encroaching upon the 
antrum. Again, when the nasal cavities are small, the turbinated 
bones develop and curl upon themselves, so that uniform space is 
obtained for passage of air. Ina long, narrow nasal passage, bones 
will develop long and narrow; the superior turbinated bone de- 
velops down sometimes below the lower edge of the middle turb- 
inated bone. In other cases the nasal cavities may be short and 
broad. Here the bones become large and short. They develop 
straight out from the outer wall and then turn upon themselves 
back to the point of origin. Sometimes they are very thin and 
dense, like the vomer. Again they are thick and cancellated, like 
the spongy alveolar process. Occasionally one nasal cavity will 
be lower than the other. When the nasal cavities are not uniform 
in development—that is, narrower in front than behind—the turb- 
inated bones will develop posteriorly and either be undeveloped an- 
teriorly or will curve more, so that air may be evenly distributed 
throughout the cavity. When the turbinated bone develops larger 
or smaller behind than in front, the bone will bend itself to con- 
form to this deformity. 

Skull No. 736, case 179, has a very marked deformity of the 
vomer which is bent in both directions. The anterior half is mid- 
way between the turbinated bones, while the posterior half is bent 
to the right, the greatest point being between the right upper and 
lower turbinated bones. Both concavities have projections one to 
the right, the other to the left. The anterior curvature of the vomer 
is the largest and for this reason the left turbinated bone is unde- 
veloped. This, however, does not permit of sufficient air to allow 
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even distribution through the nostril upon one side. The pro- 
cedure room the air had forced the vault of the mouth on that 
side downwards resulting in a markedly noticeable deformity. The 
dental arch is well developed. ' 

The turbinated bones are sometimes so situated that the air de- 
flects the vomer to one side or the other so that deformity at right 
angles occurs just below the inferior turbinated bone. This, how- 
ever, cannot be located very near its place of attachment, since the 
vomer commences to enlarge or thicken as it reahes the nasal spine, 
thus preventing the bend. 

The drawings of Zuckerkandl here given illustrate the points 
made. 

Fig. 25 shows the bone very unevenly developed. This is partly 
due to an excessively developed antrum upon the left side and a 





Fig. 25. (Zuckerkandl). 


correspondingly small one upon the right side. The turbinated 
bones and vomer are so distributed that there is a uniformity of 
space throughout the cavity. The vomer has even deflected to the 
right in order to produce this harmony. The bone is, however, not 
broken, but simply bent and that this bend is almost opposite the 
enlarged left inferior turbinated bone. Although the face is very 
asymmetric, the bones intended for the purpose of warming the air 
are excellently arranged. The right cavity is considerably lower 
than the left, the inferior turbinated has lengthened to correspond. 
Aspiration has separated the lateral halves of the vomer and the 
space filled in with bone. 

Fig. 26 presents quite another phase. Here the facial bone is 
uniformly developed; the antra are comparatively uniform; the 
turbinated bones, however, are very unevenly developed. The bend 
and break in the vomer are about at a point between the two turb- 
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inated bones and exactly opposite the excessively developed right 
inferior turbinated bone. The bend is no greater in the one than 






Fig. 26. (Zuckerkandl.) . 
in Fig. 25, and yet in Fig. 26 the left plate is fractured, while the 
right one is slightly bent. This is usually the case. The fracture 
is not complete, but is a semi-fracture. 
Fig. 27 excellently illustrates arrested development of the bones 


Fig. 27. (Zuckerkand)l). 
of the face, nose and jaws. The bones are very unevenly developed 
with excessive development of the left superior turbinated bone, 
which has a cavity in it for the purpose of securing more surface 
for the blood supply. An individual with such a development must 
necessarily possess weak lungs, small chest and low vitality. In 
order that the air may be uniformly warmed the septum has de- 
flected toward the right. The vomer has deflected toward the 
right in order that the turbinatedbone may have room and also 
to furnishe uniform space. The septum in this case is bent and not 
broken. 
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Fig. 28 illustrates another deformity occasionally observed. In 
this case the nasal cavities extend laterally nearly outside of the 





Fig. 28. (Zuckerkandl.) 


alveolar process. An attempt to open the antrum through the 
cavities of the teeth would result in drilling into the floor of the 
nose. Having such a large space the turbinated bones have ad- 
justed themselves to the best advantage. The septum also has 
adapted itself as best it can by deflecting toward the left side, hav- 
ing bent itself at its weakest part and opposite the enlarged turb- 
inated bone. There is, however, a large space upon the right side 
between the two turbinated bones. The thickness of the bone pre- 





Fig. 29. (Zuckerkandl.) 


vents its being bent by the pressure of air and excessive develop- 
ment of the vomer has taken place upon that side as a substitute. 
The turbinates have developed as nearly equi-distant as possible. 

Fig. 29 shows the turbinated bones upon both sides excessively 
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and uniformly developed; as a result the vomer is straight upon 
he left side, while the right half has been torn away and by 
aspiration has been drawn slightly into the space between the two 
bones. 

Fig. 30 and Fig. 31 are drawings taken from frozen speci- 
mens in the Army Medical Museum at Washington showing that 





the parts of fracture and deflection are situated between the turbin- 
ated bones. 

A skull of a fourteen-year-old girl who died of consumption had 
hardly a bone, including the lower jaw, that does not show stig- 
mata of degeneracy. The left inferior turbinated bone did not 
develop. A simple ridge is present where the ridge should be at- 
tached to the outer wall. The right inferior turbinated bone is 
excessively developed. The vomer has curved to the side where 





Fig. 31. 


there is quite a bend, still, because the girl died at fourteen, this is 
not as marked as it would have been had she lived. 
In another case a bone projects .36 of an inch (situated upon the 
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right side of the vomer just midway between the superior and in- 
ferior turbinated bones) .75 of an inch in length, 1.50 inches in 
from the nasal spine, and .50 of an inch from the posterior border, 
which is comparatively straight. The anterior part is slightly 
curved but perfectly straifht .50 of an inch interior to the com- 
mencement of the deformity. There is a slight groove upon the op- 
posite side of the vomer to correspond to the line of projection. 
It stands just midway between the two turbinated bones. This is 
not a fracture, nor can it be claimed that the projection is for the 
purpose of repairing a fracture. The length of this projection would 
alone preclude such an idea. These projections vary from a mere 
ridge up to a projection .36 of an inch in width. 

These projections were first described by Langenbeck, who gave 
to them the name of exostoses. They were afterwards described 
by Theile, Harrison Allen and John Mackenzie. “These projec- 
tions,’ according to Bosworth, “are always found along the su- 
tural lines of the septum and consists in a more or less well-de- 
veloped angular prominence or ridge, which projecting into the 
nasal passage, acts to obstruct normal respiration.” 

This has not been my experience. I have always found them 
situated upon the convex surface and the greatest projection being 
at the weakest point of the septum. As the greatest deformity 
may be located at any point between the anterior and posterior 
edges of the bone, the greatest point of projection may occur on 
any part of the septum, situated about midway between the turb- 
inated bones. 

Breaks, whether of cartilage or bone and spurs, are produced in 
the same manner. This also accounts for division of the septum 
as well as for a break upon one side with a bend upon the other. 
The spur seems to be a supernumerary turbinated bone. Deflec- 
tion and the supernumerary turbinated bone compensate for the 
space on either side of the nose. Just as the intelliegnce of the 
individual depends upon the number of nerve cells, they upon the 
amount of gray matter in the brain and the gray matter depends 
upon the number of lobes or convolutions, so the warmth of air 
taken into the lungs depends upon the amount of blood, the blood 
upon the amount of mucous membrane and this upon the contor- 
mation of the bones of the nose to produce surface. If they are ar- 
rested upon one side, those upon the other enlarge or elongate 
and thus make up for the deformity. When the inferior turbinated 
bone is entirely arrested the bend in the septum and projection 
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seems to compensate for the loss. In neurotics and degenerates, 
the lungs and the chest walls are often undeveloped and very deli- 
cate. 

Mouth-breathing, then, is due to arrest of the nasal cavities and 
bones, excessive development of the turbinates and mucous mem- 
brane. This, together with adenoids, are the result of an unsta- 
ble nervous system. That the patient may breathe through the 
mouth the lower jaw drops slightly (Fig. 6.) This causes the alve- 
olar process to elongate, carrying the teeth with it, hence the high 
vault. 

To show how different forms of contracted dental arches arc 
produced would consume too much time. Being the re- 
sult of local causes, they do not interest us at the present time. 
Those wishing to study the details will find them demonstrated 
in my work upon “Irregularities of the Teeth.” All that is neces- 
sary to state is, given an arrested jaw, the teeth arrange them- 
selves as best they can. The character of the deformities depend- 
ing upon the order of development of the teeth. 





Some Observations on Intubations of the Larynx. —W. F. 
LowER—Cleveland Medical Gazette, Dec. 1901. 

The author considers the subject under three periods. Ist, be- 
fore the introduction of antitoxin; 2nd, since the use of antitoxin; 
3rd, intubation at the very beginning of laryngeal obstruction. 

The mortality rate in the second period when antitoxin is given 
at the very beginning of the disease is only 1 per cent; and for all 
cases 5 or 6 per cent. The deaths at this time are due to septic 
pneumonia from wearing the tube too long, and from delayed in- 
troduction of tube. 

The ideal period of introduction is the third. Sudden death 
occurring during the introduction of tube is due to a reflex inhibi- 
tion of the heart through the irritation of the terminals of the su- 
perior laryngeal nerve and not from suffocation by the pushing 
down of membrane. To avoid this possible contingency atropine 
is recommended. 

It is seldom necessary to make more than one attempt at intro- 
duction. The tube need not, as a rule, remain in over 48 hours 
and oftentimes less. His experience is.based on 198 intubations. 

STEIN. 








THIOSINAMIN IN EAR DISEASES. 
BY JOSEPH C. BECK, M.D., CHICAGO, ILL. 


Thiosinamin was known to Berzelius in 1828, but it was first in- 
troduced into the therapy by Hans vy. Hebra in 1892, and since 
then its toxic, bactericidal, physiological and therapeutic actions 
were investigated by different authors. 

It is a derivative of the aetherial mustard oil, prepared by a mix- 
ture of Allyl—mustard oil, alcohol and ammonia. The formula is 

JIN. He, Ce He 
oe 
\N. HL, 

It may also be prepared from the aetherial oil of horseradish 
treated in the same manner, according to the United States Dis- 
pensatory. It appears in colorless prisms which melt at a tempera- 
ture of 74° C., has a bitter taste and a garlicy odor; is sparingly 
soluble in cold water, but in two parts of warm water and one part 
of alcohol is easily soluble. 

Doelken and Lange have studied the toxic action of thiosinamin 
on animals. In frogs they observed besides a narcotic action an- 
asarca which lasted for days. In dogs vomiting occurred and the 
respiration was slower ; also a drowsiness was plainly noticed. Von 
Hebra, however, could not notice any such effect upon dogs in 
which he injected much larger doses than are customarily used 
in a human. 

Von Hebra and Gaertner have established the fact by experi- 
ment that Thiosinamin has a distinct lymphagogue action upon the 
system, and this was corroborated by Spiegler, who proved that 
other chemically allied substances had the samie action upon the 
system. 

Van Hoorn and Foster probed into the bactericidal action of the 
drug but found it to be so but slightly. It would retard the growth 
of bacteria but not destroy them. 

The effect upon the corpuscular elements of the blood had been 
reported by Richter, that shortly after injection of the usual dose, 
0.03 to 0.15 grams, a marked decrease in the number of leu- 
cocytes (from 14,000 to 4,000), resulted. This leucolysis lasts 
about four hours and then the count -returns to the normal or in- 
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creases in amount. In the majority of the cases there is a slight 
increase of hemoglobin. 

Summing up the results of these investigations, we observe that, 

1. The introduction of the drug in the usual doses is not harm- 
ful. (Von Hebra). 

2. That we cannot expect any bactericidal action from the 
drug. (Van Hoorn). 

3. That the drug produces slight tonic effect, due to the slight 
increase of haemoglobin. (Richter.) 

4. That the lymph elements and their changes on administration 
of this drug will be of great therapeutic value. 

Hebra was able to demonstrate that the injection of thiosinamin 
into any part of the body produced a local reaction in such loca- 
tions in the body where there existed some poorly nourished path- 
ological tissue, especially cicatrices or old inflammatory structures. 
This local reaction is best observed in cases of lupus, where two 
hours after the injection at any distance from the disease, a red- 
ness and swelling of the diseased tissue appears. It may even 
result in the bursting of the epidermal layer and transudation of 
serum take place. This reaction lasts from four to six hours, and 
even after twenty-four hours signs of the same remain visible. 
After repeated injections the redness remains for several days. 
This reaction has been observed by many dermatologists. 

The method of administration of the drug are manifold, accord- 
ing to different authors. 

Von Hebra administers 15 per cent alcohol solution by subcut- 
aneous injection of 10 to 20 drops twice a week; then increases 
this dose at the end of the third week to a half a drachm. 

Silferskiold injects subcutaneously a 5 per cent aqueous solution 
with the addition of half a per cent of carbolic acid. 

Newton uses a 10 per cent alcoholic solution as high as a drachm 
per dose, once or twice per week. 

Bekess uses a 5 per cent alcoholic solution in doses of 5 to 20 
drops once or twice a week in children. 

Van Hoorn, Rouff and Tousey StClair use the 10 per cent so- 


lution in equal parts of glycerine and water injected into the triceps 
or gluteal muscles. 


Suker, Mertens and myself employed it per mouth and subcut- 
aneously, administering in capsules as follows: The pure drug, 
I grain three times per day for two weeks; 2 grains three times 
a day for two weeks; 3 grains three times a day indefinitely. 
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Unna employed it in salves and soap of 15 and 25 per cent. 

I have of late experimented with two cases, using 10 per cent 
thiosinamin in equal parts of glycerine and water injected into the 
Eustachian tube three to five drops, and then by Politzer’s method, 
forced it into the middle ear. 

The length of time that thiosinamin should be continued de- 
pends on the reaction. Some cases react quickly and are improved 
very rapidly, while others it takes very long. Bekess reports a 
case treated for two years and then obtained good results. 

The various diseases in which thiosinamin was used are as fol- 
lows: 

Lupus, scleraderma, psoriasis, enlarged lymph glands, scars 
causing contracture, keloids, hard scars after healed syphilitic ul- 
cers, strictures of the esophagus and urethra, muscle and tendon 
contractures, fixed uteri following perimetritis, chronic articular 
rheumatism, leukomo cornea, ectropium, choroiditis dissiminati 
exudativa, cataract, strictures of the Eustachian tube with second- 
ary middle ear diseases. 

In nearly all these conditions favorable results were reported, 
and especially in cases where the action of the thiosinamin was 
aided by mechanical treatment, such as dilatation of strictures with 
sounds during the period of softening of the scars by the action of 
thiosinamin. 

At one time it was thought that thiosinamin would be a panacea 
in the treatment of tuberculosis, but since its action is better un- 
derstood, it was abandoned and pronounced dangerous, because it 
tends to unravel old encapsulated tubercular focci and allow the 
disease to assume new and virulent action. The use of thiosinamin 
is contraindicated in all conditions where by its action it may loosen 
old fibrous structures which nature has built up around old dis- 
eased tissues as a protective, or where old scars were rather a sup- 
port than an impediment. Examples :—Encapsulated tubercular 

focus may be loosened and start a new fresh infection. An abdom- 
inal scar after laparotomy may be so softened as to produce a 
hernia. Recurrence of phlyctenular keratitis, loosening of a healed- 
in sequester, etc. 





In otology where we have to deal with many conditions of scar 
formation, the use of thiosinamin has certainly not received a suffi- 
cient trial, if I may judge correctly from the scant literature on 
this subject. My first experience with the drug dates back two 
years. I then selected five cases of otitis media catarrhalis chroni- 
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ca, in which there was impairment of hearing, constant tinnitus, 
aurium, negative Rinne. These cases were treated with injections 
of thiosinamin and no other treatment for a period of three months 
to one year. After repeated examinations I found that there was 
no perceptible change in their conditions, except in three of the 
cases the tinnitus aurium became bearable and changed in char- 
acter somewhat. 


Having read the work of others, where the use of thiosinamin in 
combination with mechanical treatment, as in strictures of the 
esophagus, etc., I at once selected nine other cases, also of tuba! 
obstruction, with the characteristic difficulty or impossibility of 
passing the bougie, difficulty of inflation, marked retraction of the 
drum-head and not very moveable, as demonstrated by Siegel’s 
otoscope; a negative Rinne and considerable deafness, tinnitus 
aurium and marked changes in the naso-pharynx. 

A 15 per cent alcoholic solution of thiosinamin was prepared 
and injections were made between the scapulae, or into the arm 
subcutaneously, starting with ten drops once a week, in some cases 
twice a week. This dose was gradually increased until an ordi- 
nary hypodermic syringeful was used each time. These injections 
were combined with electrolysis of the Eustachian tube, according 
to the method advised by Duel (Amer. Jour. of Med. Science, 
April, 1900), by passing an insulated Eustachian catheter which 
carries a 20-karat gold bougie into the opening of the Eustachian 
tube. This is connected with a negative pole of the galvanic bat- 
tery, while the positive pole the patient holds in his hand. Then 
cne milleampere is turned on, the bougie is passed as far as the 
middle ear if possible. Allow to remain for four to five minutes, 
gradually increasing to five milleamperes. Besides this, the patient 
receives twice a week local treatment to the nose and throat, Pol- 
litzer inflation or catheterization or a massage by means of the 
pump. Patient’s general condition, such as anemia, etc., was 
treated with the suitable remedies, and where obstructive condi- 
tions were present in the nose, requiring operative interference, it 
was done. 

This treatment was carried on from two to eight months, de- 
pending on the rapidity of the improvement. In the latter stages 
of the above treatment, dilatation of the Eustachian tube by means 
of elastic bougie was substituted for the electrolytic bougie and it 
was distinctly noticed that the same passed with much greater 
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ease whereas at the beginning it was in some cases impossible, in 
others difficult to introduce it. ° 

Case I. Albert C., aged 19, complains of difficulty in nasal 
breathing and constant desire to clear his throat. Has nose bleed 
at times, difficulty in hearing and constant noises in his ears. 

Diagnosis :—Septal ulcer, chronic naso-pharyngitis, otitis media, 
catarrhalis chronica, retraction of the drum, thickened and slightly 
moveable. Passing of the bougie almost impossible. 


R. L. 
RM ME a's w Mins, c'Ua! nite oe ae 6 m. 5 m. 
Negative Rinne. 


The treatment, thiosinamin, electrolysis, simple bougie, tympanic 
inflation, aural massage and local treatment to the nose and throat. 
Hearing increased to 20 feet. Tinnitus improved. Under treat- 
ment for five months, and is at present time under treatment. 

Case II. Mr. Harry D., 40 years old. Complains of difficulty 
of hearing and constant ringing in the right ear. Cannot breathe 
well through his nose. 

Diagnosis :—Hypertrophic rhinitis, deviated septum to the right, 
ecchondrosis septi on the left side, tubal obstruction on the right 
side ; marked retraction of the membrana tympani. 


R. L. 
MME Sa ca'wg ahiee-6.g'4 1s wee wen 5 m. I2 m. 
—Rinne. +Rinne. 


Treatment :—Removal of the ridge from the septum; local treat- 
nmient to the nose and throat; thiosinamin, electrolysis and tym- 
pannic inflation; aural massage. Improved after four treatments 
and noises almost entirely disappeared. 

Case III. Charles H., 17 years old. Complains of difficulty of 
hearing, difficulty in breathing and marked noises in both ears. 

Diagnosis :—Adenoid in the region of the osteum tubae; hyper- 
trophic rhinitis and pharyngitis ; retracted membrane; difficulty to 
place the catheter in the Eustachian opening. Impossible to pass 
a bougie. 

R. L. 
WOM Dassen vce bie Se aseeet Ym. I m. 
Negative Rinne. 


Treatment :—Removal of the adenoid ; local treatment of the nose 
and throat ; thiosinamin ; electrolysis; general hygienic and dietetic 
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conditions improved. Still under treatment. Marked improve- 
ment in hearing. Hears a whisper -on the right 3 m.; on the left 
side, 5 m., and the tinnitus aurium is lessened considerably. 

Case IV. Miss B., 26 years old. Complains of great noises 
and dryness of her nose and throat. 

Diagnosis :—Chronic atrophic rhinitis and pharyngitis sicca. 
Tubal obstruction with marked retraction of the drum-head ; sclero- 
tic in appearance. 

R. L. 
WOR MIDs ss ooosie vn eas we 10 ft. 4 ft. 
Negative Rinne. 

Treatment :—Massage of the nasal mucous membrane; tonics 
and iodide of potash; thiosinamin, electrolysis and aural massage; 
tympannic inflation. Patient complained very much of pain at the 
site of injection of thiosinamin, which persisted for several hours. 
Improvement followed the treatment after three months. Patient 
did not return for further treatment. 

Case V. Miss K., 27 years. Complains of great noises and diz- 
ziness. Cannot hear. 


R. Be 
LEC) SRO Ie hed aes Se rea ore I ft. rit. 
Ade Conduction. son sd. Seas oO 
Bone conduction......... ...... 10 sec. 


Impossible to pass a bougie; very difficult inflation. Membrana 
tympani markedly retracted and does not move by the use of Sie- 
gel’s otoscope. 

Used thiosinamin and electrolysis and pylocarpin. Was able to 
pass the bougie easier after the use of thiosinamin and patient de- 
clared that the noise was less though still present. The hearing 
did not improve, as the test would show that there were labyrinthian 
involvements in both ears. 

Case VI. Mr. T., 45 years. Complains of ringing in his ears 
and difficulty in hearing. Cannot breathe well through his nose. 

Diagnosis :—Hypertrophic rhinitis with mulberry end on the 
posterior end of the inferior turbinated body on the right side. 
Otitis media catarrhalis chronica with very narrow Eustachian 
tube. Marked retracted membrane and very atrophic and thin. 

R. L. 
MOK GED, ssa 6 toa oie tance eee 7 ft. 9 it. 
Rinne Negative. 
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Treatment :—Removed posterior end of the inferior turbinated 
by snare. Internal administration of thiosinamin 2 grains twice a 
day in capsules. Local treatment of the nose and throat. Patient 
noticed a general improvement in his health. Hearing improved 
and noises markedly lessened after seven weeks’ treatment. 

Case VII. Mr. G., 26 years. Complains of loss of hearing and 
extreme noises in his ears, particularly in a noisy place. Marked 
headaches; luetic history. Patient always improves after simple 
inflation, but only for about a half hour. 

Diagnosis :—Hypertrophic rhinitis, otitis media catarrhalis 
chronica, psoriasis and anemia. 


R. L. 
, SE eee eee 8 ft. 6 ft. 
Negative Rinne. 


Treatment :—General treatment with iron, quinine and strichnia ; 
thiosinamin subcutaneous into the arm, causing at the site of a 
psoriasis patch an ecchimotic spot, which lasted for about three 
weeks. Massage per auditory meatus, electrolysis, simple bougie 
and Politzerization. lLiodide of potash was used constantly, 15 
drops three times a day. Patient reports improvement. Still un- 
der treatment. Psoriasis improved. 

My observation in treating these fourteen cases is as follows: 

First, that the injection of thiosinamin without mechanical treat- 
ment did not improve the condition, except to relieve the tinnitis 
some. 

Second, that with the aid of electrolysis and injection of thiosin- 
amin the simple bougie could be passed with much greater ease and 
inflation was much easier after a short time than I experienced in 
cases without thiosinamin or electrolysis. 

Third, that all the cases treated with thiosinamin and electrolysis 
improved in the time from two to eight months in all respects— 
hearing, tinnitus aurium, general condition, etc. 

Fourth, that before using the thiosinamin careful inquiry should 
be made for possible contraindication for its use, such as co-exist- 
ing chronic tuberculosis, malignant tumors, scars which support 
the abdominal organs in the abdominal wall, such as are found after 
laparatomy and hernia. 
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THE RHINOLOGIST, AN IMPORTANT FACTOR IN THE PRE- 
VENTION OF TUBERCULOSIS. 
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But a few years ago, the rhinologist was looked upon by the 
general practitioner as a man without a mission. It was thought 
that he had come upon the scene uncalled for and unneeded; but, 
after a few years of earnest, honest work, we find that he has made 
a worthy place for himself among the medical fraternity, and that 
his field of usefulness is ever being more and more appreciated. 

The medical field is large and few are the men who can grasp 
it in its entirety. Even the general practitioner is usually recog- 
nized as being best in some special branch, and this, the one that 
he usually likes best and studies most. The man who conten- 
trates his energies on some one line is apt to be of most use to the 
world, for he may become master of his subject and add new 
knowledge. People have had noses since creation’s dawn, yet it 
was left for the nineteenth century rhinologist to point out their 
value, and it is more than likely that throughout the centuries to 
come, new knowledge of this important organ will, from time to 
time, be added which will be of vast importance to its possessor. 

The importance of the rhinologist in the field of otology is set 
forth by an eminent aurist in the statement, that if rhinologists 
would do their duty and attend to the nose and naso-pharynx of 
the children of this generation, there would be little use for aurists 
in the next generation. Great as is his mission as a preventor of 
deafness, it is of less importance than the part he should play in 
the prevention of tuberculosis. To this I wish to call your at- 
tention. ‘ 

Nature adapts the organs of the body to the uses which they 
are to subserve, and, in case one organ is injured she usually has 
some substitute to offer. For many emergencies she has provided 
by duplicating some of the more important organs, so that, in case 
one becomes incapacitated the other can perform its function. 
Again she has made one organ capable of doing the work of others 
in addition to that of its own. For example, very important blood 
vessels can be destroyed and yet the part supplied will not perish, 
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for a collateral circulation will be established. The most important 
function of the nose is the part it plays in respiration; yet, if nasal 
stenosis is present, the mouth is used to conduct the air to the 
lungs. While it serves the purpose of a substitute very well, yet 
it can not take the place of the nose for it lacks many of the es- 
sentials of that organ. Therefore, mouth-breathing should never 
be allowed when nasal respiration is possible. 

The nose is nicely adapted to the part it plays in the work of 
respiration. The lungs should, if possible, receive none but pure 
air and air of a tolerably constant degree of temperature and moist- 
ure; but, wherever man dwells, he is subjected to dust and varia- 
tions in the thermometric measurements. The nose placed at the 
beginning of the respiratory tract, has as its important function 
the preparation of the air for its entrance into the lungs. 

The first function of the nose is that of a strainer. The vibrissae 
stand at the vestibule and seive out from the air, in its passage, a 
gréat portion of the dust and bacteria. Should particles pass these 
sentinels, they meet the moisture of the nasal cavity, are precipi- 
tated, and removed; partly by sneezing, partly by blowing the nose, 
and partly by the cilia waving them toward the throat whence they 
are expectorated. | 

The next important change waich is brought about in the in- 
spired air through the agency of the nose is the change of tem- 
perature. For this purpose the mucous membrane of the nose is 
well supplied with blood vessels, which, under the control of the 
vaso dilators and constrictors, send more or less blood to the part 
as necessity demands. It is wonderful to contemplate that air from 
the frozen north or the hot tropical desert can be tempered by the 
same mucous membrane in the short space of time necessary to pass 
from the tip of the nose to the pharynx. 

The third change which is wrought in the inspired air is the 
moistening of it. The nasal mucous membrane provides a thin 
watery secretion which bathes the mucous surfaces and moistens 
the air. 

Under certain conditions nasal respiration is interfered with. 
We have a stenosis, either partial or complete, either unilateral or 
bilateral; and, as a result, we have certain changes in the economy 
which are well known. Those suffering from these conditions are 
mouth-breathers. They have a characteristic dull, heavy look, the 
outlines of the face are changed, and in many instances the chest is 
deformed ; but, what is of most importance to the individual is the 
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general lowering of vitality and the chronic catarrhal condition 
which such breathing induces. 

The causes of nasal stenosis may be either a spur, a deflected 
septum, a hypertrophied turbinal, or an enlargement of the pharyn- 
geal and faucial tonsils. In correcting mouth-breathing the phy- 
siology of nasal respiration must be kept in mind. We see patients 
who are mouth-breathers and yet upon examination we find the 
nose patulous or we find the lower meatus free. Remembering 
the course of the air currents in the nose, we well understand this. 
The air does not pass along the inferior meatus, but takes an up- 
ward course and passes backward along the superior meatus strik- 
ing the oro-pharynx at its uppermost portions. Hence, we see a 
hypertrophied middle turbinal is of far more importance pathologi- 
cally than a similar condition of the inferior turbinal, and the spurs 
and septal deviations which run up toward the roof of the nose are 
the ones to correct for nasal stenosis. We can also understand 
how a little mass of adenoid tissue filling the upper portion of the 
naso-pharynx will cause serious mouth-breathing. 

Aside from the induction of mouth-breathing the enlargement 
of the lymphoid tissue forming the tonsillar ring affords a path- 
ological condition which offers an easy entrance to the tubercle 
bacillus. It has been shown that the germs of several infectious 
diseases gain entrance to the body through the tonsils, notably 
acute rheumatism, scarlet fever, chorez and tuberculosis. 

The tubercle bacilli are often found in the tonsils when there is 
no tuberculosis present in other parts of the body. Dieulafoy? in- 
oculated sixty guinea pigs with tonsillar tissue ; eight, 13 per cent. 
of them succumbed to tuberculosis. He also inoculated thirty-five 
guinea pigs with adenoid tissue. Of these seven, 20 per cent, suc- 
cumbed to tuberculosis. In none of these cases was tuberculosis 
presént in the subject from which the tissue was taken. 

While these experiments of Dieulafoy have been disputed by 
some investigators, they have been confirmed by others, notably 
by Lermoyez, who repeated his experiments a second time in order 
to be sure that they were free from error; and Brindle and Gott- 
stein. 

Whether or not the tubercule bacilli are found in tonsillar and 
adenoid tissue, at all times, in sufficient numbers to infect guinea 
pigs is not the question. Experiments do show that they are 
found in individuals who are apparently free from tuberculosis. 
This fact leads to the inference that the tonsils and adenoids may 
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be ports of entry when the germs pass on into the lymph stream. 

The old accepted theory which supposed that, since the lungs are 
the usual seat of tuberculosis, the germs must be breathed directly 
into them with the inspired air is no longer tenable as a means 
of accounting for infection. If nasal respiration be normal, germs 
to so enter, must run the gauntlet of the vibrissae and nasal mucous, 
besides the attempts to throw out foreign material by sneezing and 
blowing the nose as well as the ever-active cilia of the epithelium. 
If the individual be a mouth-breather, the germs will encounter 'the 
moisture of the oral cavity which tends to precipitate them from the 
dry air upon the mucous membrane there to gain entrance to the 
tissues or to be cast off with the expectoration; but, whether he 
breathes through the nose or mouth, the residual air in the lung 
will be a force sufficient to render the possibility of directly infect- 
ing the finer air passages and air cells almost nil. 

In place of the direct inhalation theory we are forced to the 
conclusion that the common channel of infection is through the 
lymphatics. The experiments of Baumgarten® in which he pro- 
duced a typical tuberculosis by injecting small quantities of bacilli 
into the urethra and bladder, also under the skin and into the eye, 
show the lymphatics to be able to carry the infection to the apex of 
the lung, no matter where the primary seat of infection. 

Latham! believes the infection of bronchial glands to be often due 
to absorption from the alimentary canal and the extension from 
them to the apex to come through lymph channels. 

With such evidence before us, the roll of the rhinologist assumes 
increased importance. We know that tubercle bacilli are breathed 
in daily. I am not a high contagionist and I believe that under 
normal conditions the human economy will throw off the bacilli be- 
fore they find lodgment ; but I see great danger when nasal respira- 
tion is interfered with, for then the economy has lost the protec- 
tion which nature has provided against such invaders, and the only 
chance of ejecting the bacilli is through expectoration. 

Again, a catarrhal condition which would naturally exist where 
nasal respiration is interfered with or rendered impossible, offers 
greater opportunity for the germs to gain entrance. Osler® at- 
taches great importance to this, and says: “A special predispos- 
ing factor in the lymphatic tuberculosis is catarrhal inflammation 
of the mucous membranes, which in itself excites slight adenitis in 
the neighboring glands.” While it is not necessary to have a 
catarrhal condition, since the bacillus is able to pass cither by inter 
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or antra cellular channels through the healthy surface epithelium, 
as has been shown by Orth, Klebs, Baumbarten and others, never- 
theless, that such a condition greatly facilitates its passage can not 
be denied. 

Wright® attaches so much importance to the infection taking 
place through the upper air passages that he says: “We must as- 
sume at present that the tubercle bacillus passes into the lymphatics 
through the mucous membrane of the naso- and oro-pharynx in a 
very large proportion of cases of pulmonary infection.” 

_ The rhinologist then stands at the door. It is his duty to teach 

the great importance of correcting abnormal respiration. While 
catarrh does not run into consumption, as is generally understood, 
nevertheless it is a predisposing factor of great importance. Muc- 
ous membranes which are affected with chronic catarrh possess a 
lessened resistance and are often the seat of small abrasions, which 
offer an easy entrance to the tubercle bacillus. 

Aside from his duty in keeping the upper air-passages healthy so 
that infection may take place less readily, the rhinologist has a 
special mission in early diagnosis. It is to him that patients suf- 
fering from tuberculosis in the early stages are apt to come for 
relief from a slight persistent cough, especially after talking or 
laughing. Coughs which do not yield to appropriate treatment in a 
reasonable time should be branded as suspicious. The temperature 
of these patients should be taken. A two hourly chart required of 
them for a few days may give most important information. 

It is of the greatest importance to the patient afflicted with tu- 
berculosis that he find it out at the earliest date possible ; so, where 
there is suspicion, all methods should be exhausted to find out the 
truth; and, fortunately, we have at our command means which 
make an early diagnosis possible in the majority of cases. With 
a thoroughly trained ear, the tuberculin test, the Roentgen rays 
and the microscope, there is no reason why cases should pass on to 
the stage of consolidation before they are detected; and, with the 
first two, most cases can be detected in the prebacillary stage. 

The chances of recovery for the tubercular patient decrease as 
time passes. In the early stage of the disease, from 60 to 95 per 
cent of the cases are being cured. Turban of Davos, says of those 
in the very early stage that 97 per cent should be cured. How 
hopeful this disease, then, if only an early diagnosis is made! 

Therefore, as rhinologists, we must assume a two-fold duty in 
the fight against tuberculosis. It is ours to prevent infection and 
ours to recognize the disease in its incipiency when it is curable. 
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THE NOSE AND THROAT IN THE HISTORY OF MEDICINE. 
BY JONATHAN WRIGHT, M.D., BROOKLYN, N. Y. 


(Continued from page 360.) 


THE PROBLEMS OF THE PRESENT. 


To pursue our history further we must enter the present era, 
and deal with matters to which it is at present impossible to give 
the proper historical perspective. Nevertheless some account, which 
must necessarily be very incomplete when compared to special 
monographs, must be given of questions still under active debate, 
especially in their earlier development. 


LARYNGEAL PARALYSIS AND THE INNERVATION 
OF THE LARYNX. 


Lhe First While the literature of the innervation of the larynx goes back 

Report. to Galen, and of this we have given some account, the history 
of laryngeal paralysis can hardly be pursued with profit in the 
prae-laryngoscopic era. According to Semon* Traube was the 
first to give an account} of the laryngoscopic image in a case of 
laryngeal paralysis. The condition was due to pressure of a 
thoracic aneurism on the recurrents, but the diagnosis of the 
lesion in the chest was not made at such an early date as this by 
means of the laryngoscope, which in later years has become so 
valuable an adjuvant to other methods of physical diagnosis in 
the differentiation of the condition. 

Tiirck declared} that in 1859 he had already reported a case, 
but the interpretation of his reference leaves the matter in some 
doubt, though in the next year he described§ immobility of the 

*The Study of Larnygeal Paralysis since the Introduction of the Laryngoscope.” 

For a fuller account of the subject see this exhaustive bibliography. See also the 
review of the subject by myself; Two Cases of Laryngeal Paralysis; N. Y. Med. Jour., 
Sept. 28, 1889. The literature of the subject may be also studied in a monograph by 
Burger, ‘‘The Laryngeal Troubles of Tabes Dorsalis, 1891.” 

+‘Laryngoskopischer Befund in einem Fall von Aneurysma des Aortenbogens- 
Deutsche Klinik,” No. 27, P. 263, 1861.” 

Tt Klinik der Krankheiten des Kehlkopfes, etc., 1866, P. 443. 


7 Allg. Wien. Med. Ztg. No. 9, 1860. 
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left vocal cord in a case of right hemiphlegia. Lewin in the same 
year gave a good description*® of paresis of the muscle of the right 
arytenoid cartilage, ‘‘which narrows the glottis, and does not pro- 
duce hoarseness,’’ in a patient suffering from constitutional syphilis, 
evidently a case of posticus paralysis. Mandl gave an early but 
rather confused account of the subject in France,t and reported a 
number of poorly differentiated cases, including, however, some of 
functional disturbances. 

We find him using the term laryngeal epilepsy, but not in the 
sense subsequently employed by Charcot. Tiirck,{ we may note, 
interpreted a case of what was apparently hysterical aphonia as 
spasm of the crico-thyroid muscles. Gerhardt was the first to 
begin the intelligent differentiation of laryngeal paralysis accord- 
ing to their lesions.§ Baiimler|| and Johnson§ showed that a uni- 
lateral affection of the vagus may, under certain circumstances, 
produce a bilateral paralysis of the vocal cords, or paralysis on one 
side and spasm, as he belived, on the other. In America, in 1869, 

I. Knight reported** three cases of laryngeal paralysis. At 
first cases of functional paralysis, chiefly hysterical, were con- 
founded with those of an essential lesion, as we have noted in 
the reports of Mandl and Turck, and there is consequently much 
confusion in the earlier papers on the subject, as for instance those 
of McKenziet} and Cohen.{{ In 1870 Gerhardt contributed another 
valuable paper§§ to the literature of the subject, in which he in- 


troduced the term ‘‘cadaveric’’ position of the vocal cord, to in- “ 


dicate its situation in total laryngeal paralysis, a term to which 
of late there has justly been made objection as being inaccurate. 
This paper much advanced the clinical knowledge of the subject. 
In the same year appeared another important paper|||| by Riegel, 
who pointed out the distinction between respiratory and phonatory 
paralysis. 


*“Ref. Schmidt’s Jahrb,”’ No. 108, P. 99, 1860. 
+‘‘Des Neuroses Chroniques du Larynx,"’ Gaz. des Hopitaux, No. 4, 1861. 
T“Allg. Wien. Medizin Ztg.,’” No. 8, 1862—70. 
2*‘Virchow's Archiv.,’’ 1863, Bd., XXVII., P.68, 296. 
“Deutsches Archiv. f. Klin., Med.,’’ No. 6, P. 550, 1867, Trans. Path. Soc. of London 
Vol. 23, P. 66. 
“Trans. Path. Soc.’’ London, Vol., 24, P. 42. 
** Boston Medical and Surgical Journal, Feb. 25, 1869, P. 49. 
+t Hoarseness, Loss of Voice and StridulousBreathing in relation to nerve and muscle, 
affections of the Larynx, 1868. 
ut Diseases of the Throat and Nasal Passages, 2d Edit., 1879. 
2Ueber Diagnose und Behandlung der Stimmbandlahmung, Volkmann's Geauastenany 
Klin., Vortrage No. 36 (Inn. Medizin, No. 13), 1870. 
| Ueber Respiratorische Paralysen, Volkmann’s Vortriige, No. 95 (Inn. Medizin, No. 
33), 1870. 
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Schech* and Schmidt} did much to formulate the arrangement 
of laryngeal innervation and muscular movements given by the 
text books, and accepted up to the date of the Rosenbach-Semon 
‘law’? and the Krause controversy, as to the nature of the cases 
of median position of the cord. W. W. Keent{ in 1875 performed 
some experiments by faradization of the recurrent laryngeal nerves 
in a recently hanged man. Notwithstanding the attention which 
had been given to the matter, our knowledge of the subject was 
still in a very unsatisfactory state for many years after the laryngo- 
scope had made observers familiar with the local appearances. 

Such an eminent authority as Stork had, as late as 1880,§ declared 
that paralysis of the potsici muscles was one of rarest of laryngeal 
neuroses. Some cases had been reported previously by Von Ziens- 
sen, Bosworth and others, but the subject of bilateral paralysis of 
the abductors was more carefully described in 1878 by Semon. || 
He pointed out in the german edition of Morell McKenzie’s book 
(1880) in a foot note the greater proclivity of the abductor filaments 
of the recurrent nerve to injury from disease or trauma. This was 
further elaborated by him in a paper published§ in 1881. About 
the same time Rosenbach drew attention to the same phenomenon.** 
They established the fact, which has been occasionally known as 
Semon’s ‘‘law,’’ that when one laryngeal muscle alone is affected it 
is usually the abductor, the crico-arytenoidens posticus. 

About this time Elsberg{} noted that, although other muscular 
groups may recover with varying rapidity and completeness from 
paralysis, the power of the laryngeal muscles rarely returns. 

Krause} { attempted to invalidate the conclusions of Semon by 
advancing his theory of contracture. Many subsequent writers ac- 
cepted the views of Krause. They claimed the contracture either 
with or without paralysis of the abductors was due to stimuli of 
various kinds, irritating either the nerve trunks or their cerebral 
centers. This idea had been advanced by Jeleneffy$§ in 1872, and 
was further elaborated by him in 1888. In 1875 Johnson||| had ad- 


*Berl. Klin. Woch., No. 20, 1873. 
tIbid., No. 3, 1873. 
tTrans. Coll. of Phys. of Philadelphia, 1875, Vol. I., P, 97. 
ZKlinik der Krankheiten des Kehlkopfes, 1880, P. 380. 
|Trans. of the Clin. Soc. of London, Vol. XI. P. 141 ff. 
“Archives of Laryngology, Vol. II. No. 3, 1881. 
**Breslauer Aertzl, Zietschrift 2, 3, 1880. 
+tPhiladelphia Med. Times, July 30, 1881. 
tivirchow’s Arch. No. 98, 1884, P. 294. 

Ibid No. 102, 1885, P. 301. 

Arch. f. Physiologie, 1884. P. 566. 
27Berl. Klin. Woch. No. 26, 34 seq. 1888. 

|Trans. Med. Chir. Soc., London, 1875, Vol. LVIII, P. 29. 
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vanced an explanation to account for bilateral paralysis, due to 
pressure on one recurrent alone, which he believed was due to 
the ascending degeneration and involvement of the chiasm in the 
brain. 

A vast amount of experimentation upon animals revealed varia- 
tions in the effects produced by different strengths of the ciectric 
current applied to the recurrent nerve. These effects varied also ac- 
cording to the degree of anesthesia produced. 

These observations were brought out chiefly- in the papers of 
Donaldson* and Hooper.+ 

The literature of the subject at this time grew to great propor- 
tions. The most important of the contributions which combated 
the views of Krause were perhaps those of Semon and Horsely{ 
and of Risien Russell.§ The latter showed that the abductor and 
adductor filaments existed in the recurrent nerves each as separate 
bundles of fibres. This was also simultaneously announced by 
Onodi. So many aspects of the question of laryngeal normal 
physiology and pathology are still unsettled, that a critical and 
historical survey of the subject would not be satisfactory. Suffice 
it to say that after many years the contention of Semon and his 
school seem to have gained the ascendancy, and it. is now supposed 
that median position of the vocal cord usually signifies some inter- 
ference with a separate nerve tract either in the recurrent nerve or 
its cerebral origin. 

The central innervation of the larynx was also developed, pari- ype centrat 
passu with the controversy in regard to the phenomenon of posti- [yegrvatio 
cus paralysis. While Ferrier had in 1876 made some allusion to ™*""* 
the phonatory movements of the larynx on cerebral excitation, and 
while Duret§ had noted that the destruction of a convolution in 
front of and below the sigmoid gyrus abolished the power of bark- 
ing in a dog, Krause’s paper,** in 1884, was really the first of a 
series of many others, among them especially that of Semon and 
Horsely (1. c.), which has developed our knowledge of the cere- 
bral center of laryngeal innervation. 


*Am. Jour. Med. Sc., July, 1886. 

+New York Med. Jour., July 4, 1885. 

1Brit. Med. Jour., Dec. 21, 1889. Phil. Trans. Royal Soc., London, Vol. V., 181. 

#Proceedings of the Royal Soc., Vol. 51, 1892, P. 102. 

The Functions of the Brain. 

{Etudes Experimentales et Cliniques sur les Traumatismes Cerebraux, 1878, 

**Ueber die Beziehung der Grosshirnrinde zu Kehlkopf und Rachen. Arch. f. Anat. und 
Physiologie, Pysiol. Abth., P. 203, 1884. 
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LARYNGEAL CANCER AND ITS EXTIRPATION. 


I have already traced with some care the history of laryngeal 
growths and the operations for their removal up to the time of the 
perfection of the technique of the intra-laryngeal operation. Itsoon 
became apparent that the latter could not be extended with satisfac- 
tory results to malignant growths, especially at a time when their 
differentiation at an early stage was still undeveloped. We find, 
therefore, that at an early stage in the development of laryngoscop- 
ical diagnosis, intra-laryngeal procedures for their removal did little 
more than aggravate the local condition, and very soon such attempts 
were, for the time at least, all but abandoned. 

We have noted records of the opening of the wind-pipe for a 
foreign body a hundred years before, and although this had been 
occasionally repeated, it was not until 1834 that the operation was 
first done by Brauers* for a laryngeal polyp. Ten years later, 
Ehrmann (l. c.) again operated, supposing that it was the first time 
the operation had been performed for relief from a polyp. A pre- 
liminary tracheotomy had been performed; aphonia resulted, but 
the operation was otherwise a success, the patient dying subsequently 
from typhoid fever without recurrence. In 1865 H. B. Sands re- 
ported} an externai operation as having been done in 1863 for 
laryngeal cancer which had been diagnosticated by laryngoscopy. 
The patient died within a year. Sands was at that time able to col- 
lect reports of eleven thyrotomies and thirty-nine intra-laryngeal 
operations for growths in the larynx. In the following year Cabot} 
reported an external operation for a laryngeal polyp. Balassa§ in 
1868 reported three cases, one each of papilloma, carcinoma, sar- 
coma, operated on by laryngotamy. He demonstrated that this 
could be done without necessarily a loss of voice. 

Thus far operations for laryngeal cancer, external as well as in- 
ternal, had been uniformly disastrous, some of the patients surviving 
the operation, but none being freed for any length of time from 
recurrence. It appears, from reference to a french thesis,|| that 
A. M. Koeberle had suggested the possibility of total extirpation 
of the larynx in 1856. According to Foulis this was actually car- 
ried out successfully ten years later by Dr. Heron Watson for 
syphilitic disease. These facts, however, only came out later. 


* The case is referred to by Albers in Graefe und Walther’s Journal, Bd. XXI, 1834, P. 534 
+ New York Med. Jour., May, 1865, P. 110. 

tT Boston Medical and Surgical Jour., Vol. 74, P. 32, 1866. 

2 Wien Med. Woch., No. 91, 92, 93, 1868. 

| Hermantier: Ref: Rev. des Sc. Medicales, ‘TT. IX, P. 298, i877. 
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Czerny,* stimulated to experimentation by the report} of a case of 
laryngeal tumor extirpated externally by Schrétter, who expressed 
a wish that laryngectomy were a feasible operation, demonstrated on 
dogs its practicability. On the 27th of November, 1873, Billroth 
performed the operation on a man} with success. Heine§ and Mass} 
repeated the operation in the following year. At this time Gussen- 
bauer constructed his artificial larynx. Foulis reported§ his first 
case in 1877. Lange performed the operation in America in 1879,** 
and by 1881 Foulis had collected the reports of thirty-two cases of 
total and six cases of partial laryngectomy. . He reported these 
statistics at the International Congress in that year.¢+ The operation 
met there with sharp criticism. Two years later Butlin wrote a 
very complete treatise on laryngeal cancer, {{and in the same year 
Cohen, in a careful analysis,§§ collected and analyzed sixty-five cases 
of the disease, and at. that time arrived at the conclusion that extir- 
pation of the larynx did not prolong life in these cases. 

After this papers on the subject became very numerous. In the 
year 1886 alone, those of Newman (1), Lublinski (2), Hahn (3), 
Baratoux (4), Frenkel (5), Gerster (6), Lange (7), Park (8), 
Semon and Butlin (g), do not by any means exhaust the list. 

Frenkel (1. c.) in that year reported the first successful intra- 
laryngeal extirpation of a malignant growth and became a partisan 
of that procedure in selected cases. Semon and Butlin warmly ad- 
vocated the preference of partial laryngectomy over total exsection, 
rejecting the latter as unjustifiable. Of late years these gentlemen 
have reiterated their views. 

In January, 1887, the Crown Prince of Germany, afterwards the 
Emperor Frederick, began to suffer from the symptoms of laryn- 


**Versuche iieber Kehlkopf Extirpation.”’ Wiener Med. Woch., 27, 28, 1870. 
+ “Beitrage zur Laryngoskopischer Chirurgie.”” Wien. Med. Jahrb., XVII, Bd. II, 1869. 
1 Reported by Gussenbauer, Archiv. f Klin, Chirurgie. XVII, 1874, P. 343. 

¢ Ibid., 1876, P. 514. 

| Ibid., 1876, P. 507. 

{ The Lancet, Oct. 13, 1877. 

** Archives of Laryngology, 1880, Vol. I, P. 36. 

+t Transactions, Vol. III, P. 251. 

It “On Malignant Disease of the Larynx.” 1883. 

22 Trans. Coll. of Phys. of Phil., P. 353, 1883, April 4. 

(1) Glasgow Med. Jour., Feb., 1886. 

(2) Berlin Klin. Woch., Nos. 8, 9, 10, Feb., 1886. 

(3) Berlin Klin. Woch., Nos. 4 and 49, 1887. 

(4) Progrés Medicale, Nos. 13 and 15, 1886. 

‘5) Langenbeck’s Archiv., XXXIV, Hit. 2, Feh., 1887, P. 281. 

(6) Annals of Surgery, III, 1886. 

(7) Ibid. 

(8) Ibid. 

(9) Brit. Med. Jour., Nov. 20, 1886. 
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geal cancer. The unfortunate quarrels between his physicians are 
a part of the reminiscences of many comparatively young men. As 
yet the rancor cannot have all died out. It is therefore unwise 
here to more than refer to an incident, from which no one emerged 
with credit* except the unfortunate and illustrious patient. 

While in the published accounts of the microscopic findings+ 
the impression received by many was that the growth was of a be- 
nign nature, the subsequent course was one of malignancy to which 
this very estimable prince succumbed shortly after he became 
emperor. ; 

The eyes of all the civilized world for months searched the daily 
papers for the distorted and unreliable news of the progress of the 
fatal malady. Patients suffering not from cancer of the larynx, 
but from ‘‘cancrophobia,”’ filled the waiting rooms of the laryngol- 
ogist. Not only the lay mind in morbid horror had its attention 
fixed on the malady, but the scientific interest of medical men was 
absorbed in the study of many of the problems of the subject. The 
relative merits of the intra and the extra laryngeal operation for 
laryngeal cancer were warmly discussed in the society meetings and in 
the medical journals. The question of the pathogenesis of cancer 
was universally discussed. Its evolution from benign forms of 
growth was strongly urged. At the International Congress in 1881 
Solis Cohen had said: ‘‘I am afraid that laryngologists sometimes 
convert innocent papillomata into epithelioma by protracted manip- 
ulation continued too long.’? Lennox Browne entertained the 
same opinion. Semon warmly denied such a result. He immedi- 
ately recognized the fact that if this belief were generally enter- 
tained, and it had been suggested by several others, a death blow 
had been dealt to all intra-laryngeal surgery. He therefore, by the 
patient collection of an enormous number of reports} from clinical 
observers all over the world, thoroughly negatived the idea and thus 
rendered a great service to Laryngology. 

Of scarcely less importance was the information as to the histol- 
ogy of epithelial growths brought out in the discussion aroused by 
this melancholy case. R. Virchow§ reported on the pieces first 
removed from the larynx of the German prince that presented no 
evidence of malignancy. Later he wrote|| on Pachydermia Laryngis 


* Frederick, The Noble: Morell McKenzie, 1888. 
Die Krankheit Kaiser Frederich des Dritten, 1888. 
+ Berl. Klin. Woch. 1887, June 20, P. 445. 
t Centralblatt f. Laryngol. V. No. 3. Sep. 1888, seq. 
2 Berlin Klin. Woch. No. 25, 1887, P. 445. No. 28, 1887, P. 519. 
|| Ibid No. 32, S. 585, 1887. 
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in which he. described the condition as a simple hyperplasia of 
the epithelium over the vocal processes. He laid down the dictum 
that there is a sharp line of demarcation between the benign epi- 
thelial hyperplasia and the stroma, and anything of an epithelial 
nature below this line and unconnected with it is at least of a suspi- 
cious nature.* 


In addition to the one which Semon’s collective investigation 
settled, the questions brought into prominence by this case were: 


1. The unreliability of a negative microscopical diagnosis in a 
case of suspected cancer. 


> 


2. The preference in the great majority of the cases of an exter- 
nal over an internal laryngeal operation. 


3. The question quickly answered was, the necessity in all 


cases of an early diagnosis and a prompt operation in incipient 
cases. 


Extirpation of the larynx rapidly became more common, and by 
1890 Krause? was able to cite 219 cases of extirpation of the larynx, 
160 of which were total exsection and 142 of these were for cancer. 

J. Solis Cohen, notwithstanding his former condemnation of the 
operation, at first suggested the removal of the soft parts within the 
larynx, leaving the cartilaginous framework, but subsequently re- 
ported} a case in which the whole larynx and two rings of the trachea 
were removed, and the stump of the latter stitched to the episternal 
notch. The man survived and, though there was no communication 
between the pharynx and the larynx, he was able to articulate with 
distinctness by means of pharyngeal speech. The other alternative 
in these cases has been the insertion of a Gussenbauer prothesis.§ 
Of late years total extirpation of the larynx for malignant disease 
has found favor in Germany and America, while a more or less in- 
complete laryngectomy has been the favorite operation of Semon 
and Butlin and the English operators. 


* See Berl. Klin. Woch. No. 47, 1887, Virchow insisted that he had only reported on the 
character of the pieces submitted to him for diagnosis, when he reported the first pieces 
removed from the Prince’s larynx to present no evidence of malignancy. 

+ Allg. Wien. Med. Ztg. No. 15, 1890, P. 169. 

t New York Med. Jour., Nov. 12, 1892. 

Jour. of Laryngology, July, 1892. 

2 J. Wolf; Deutsche Med. Woch., Nos. 3 and 33, 1892. 

Berl. Klin. Woch. No. 21, 1892. : 
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THE ACCESSORY NASAL SINUSES. 


We have seen how completely and exhaustively the subject of 
the surgical treatment of the Antrum of Highmore had been dealt 
with in literature, largely before the 19th century. It has left 
little to add in the way of recording original advances since then, 
nearly all of even the latest procedures having been described in 
prae-laryngoscopic writings.* 

After the beginning of the development of Modern Rhinology in 
the early eighties, interest was graduallly aroused in the subject of 
accessory sinus disease. In the discussion at the meeting of the 
German Naturalists in 1886, the idea, traces of which we have seen 
in earlier literature, again arose as to the connection between sinus 
disease and ozenatous atrophic rhinitis. The etiology of maxillary 
sinus disease in the vast majority of the cases was at this time 
ascribed to carious teeth. Among those who accepted this view 
were Kilian, + Schmiegelow{ and McBride.§ 

Mikulicz|| brought into vogue his operation of perforating the 
maxillary sinus with a trocar and canula from the nasal chambers, 
but the perforation through the alveolus still remained the more 
common procedure as long as the teeth were accepted as the chief 
factors in the etiology of suppuration. 

At this time, also, Woakes drew attention{ to the frequent coinci- 
dence of ethmoiditis and nasal polypus. Interest was soon 
aroused in America, and Dr. J. H. Bryan, in 1889, read a paper on 
the subject. 

Considerable had been said as to the difficulty in diagnosticating 
the presence of pus in the maxillary sinus, and the trocar of Krause 
was devised for exploratory puncture, irrigation, and the insuffla- 
tion of iodoform and other powders.** Another method of diag- 
nosis attracted much more attention. Dr. Theodor Heryng, in 
1889, urged} the idea of Voltolini—the electric transillumination of 
the antrum. McBride and Vohsen read papers on this subject at 
the International Congress in 1889. Lichtwitz{} and Jeanty$§ wrote 





* There is an early American treatise, ‘‘Dissertatiou on the Diseases of the Maxillary 
Sinus,” by Chapin A. Harris, 1843. 


+ Monatschrift f. Ohrenheilkunde, 10-11, 1887. 

T Hospitals Tidende, Feb., 1888. 

2 Edinb. Med. Journ., April, 1888. 

|| Archiv. f. Klin. Chirurg, 3 Hft., 1887, XXX, P. 626. 

{ Nasal Polypus, 1887. 

** Moritz Schmidt, Berl. Klin. Woch., No. 50, 1888, P. 1012. Friedlander, Berl. Klin. 
Woch. No. 37, 1889. 

+t Berl. Klin. Woch., No. 35. 1889. 

Tf Prager Med. Woch., 15, 16, 1892. 

22 Traité sur l’Empyene Jatente, etc., 1891. 
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on the cases of latent suppuration in the Antrum of Highmore in 
1890, ’91, ’92, pointing out that it was frequently bilateral. Writers 
became more cautious and critical as to the results of treatment. 
Many cases previously thought to be affections of the maxillary 
sinus were proven to have their origin at least in the other cavities. 
Bosworth, in 1891, wrote on the ‘Various Forms of Diseases of the 
Ethmoid Cells,’’* and Griinwald publishedt a paper on affections 
of the frontal sinus. In the next year he published his well known 
work{ on the diseases of the accessory sinuses, especial attention 
being directed to diseases of the ethmoidal and sphenoidal cav- 
ities. His radical views as to occurrence, complications and 
treatment produced a marked impression on rhinological obser- 
vation and practice. Lichtwitz,§ in 1893, urged the practicability 
of reaching the frontal sinus through the nose by a canula, which 
has not been accepted as a judicious procedure by later writers. 

During these years the invaluable) work of Zuckerkandl was 
the guide of surgical procedure and the inspiration of much work 
in the pathology of these regions. In 1877 Schalle had described4 
a method of reaching, without disfiguration, the nasal and aural 
cavities in the cadaver, but Harke,** in 1891, introduced a more 
practicable procedure. Subsequently, in 1895-6, Harke,++ Dmoch- 
owski{{ and E. Frankel§§ have added very greatly to our knowl- 
edge of the morbid anatomy, while Luc, Hajek and Bryan have still 
further elucidated the surgical, microscopical and clinical aspects of 
the subject in more recent years. 


BACTERIOLOGY OF THE NOSE AND THROAT. 


As in every other department of medicine, the sudden development 
of bacteriology had its effect upon the study of diseases of the upper 
air passages. Perhaps the effect was not so profound, because it 
soon became apparent that neither was there that urgent need nor 


was there a possibility of applying to the nose the rigid practice of 
antisepsis. 


We can not here, as we have in many other questions, so profit- 
ably pass in review the history of our knowledge of bacteria. It be- 


* New York Medical Journal, Nov. 7th, 1891. 

+ Miinchener Med. Woch., No. 40, 41, 1891. 

TDie Lehre von der Nasen-Hiterungen, etc., 1892. 

2Annales des Maladies de 1’Oreille, etc., P. 132, 1893. 

|| Normale und Pathologische Anatomie der Nasenhdhle, etc., 1882. 

{ Virchow’s Archiv, 1877. No. 71, P. 206. 

** Ibid. Bd. No. 125, P. 410. 

tt Beitrage zur Patholigie und Therapie der oberen Athmungs wege, 1595. 
Tt Arch. f. Laryngologie Bd. III hft. 3, 1895. P. 255. 

22 Virchow’s Archiv. Bd. 143, hft. I, P. 42, 1896. 
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gan in 1675 with the first improvement in magnifying glasses by 
Leuwenhoek. It includes the interesting story of what is called the 
fallacy of spontaneous generation. Attacked time and again, first 
by Redi in 1668, and by Vallisneri before the discovery of infusoria 
by Leuwenhoek, and afterwards by Spallanzani in 1777, Virchow 
with his ‘Omnis cellula e cellula,’’ and Pasteur and Tyndall have 
destroyed spontaneous generation in our day, but further discoveries, 
reaching back toward the great First Cause, will surely start it again, 
for our minds cannot be freed from the idea that there must be a 
time now, just as man has always believed there was once in the 
past a time, when what we call the animate was incorporated de novo 
with the inanimate. Heckel and his school of Monists are denying 
that such a thing ever was or ever is, but as yet material science has 
not, in generation, got back of the cell and its nucleus. 

The idea of the microbian origin of disease doubtless started as 
soon as the existence of infusoria was generally known, so eager has 
always been the search of etiology in medicine. Indeed, the follow- 
ing reference is in itself ample proof of it:. ‘‘In 1721 the pest broke 
out at Marseilles and in the south of France. Antrechau attributed 
the contagious principle to infusorial animalcules.”” (Spr. V. 504). 
However interesting it would be to follow the growth of the idea, 
we must pass directly to the account of our knowledge of bacteria 
of the nose and throat. The presence of fungi, visible as they are 
to the naked eye when grown to large masses, was naturally the 
first to be noted. ; 

In 1873 B. Frenkel* drew attention to the occurrence in the tonsil] 
and pharynx of what we know as mycosis pharyngis. In 1882 E. 
Frenkel,t and many others since then, have elaborated the subject. 
In the same year (1873) Hueter{ claimed that the micro-organisms 
observed in nasal secretions were the cause of coryza. It was not, 
however, until after 1880 that the literature of the subject became 
abundant. Herzog§ reported their presence in the normal nose. 
B. Frenkel, in 1886,|| demonstrated pathogenic cocci in the naso 
pharynx. In 1889 Von Besser and myself** were able to demon- 
strate their presence likewise in the nasal chambers of healthy peoplett 


* Berl. Klin. Woch., 1873, S. 94. 

+ Zeitsch f. Klin. Med., 1882, Bd. IV, S. 288. 

tT Allg. Chirurgie, 1873, P. 257. 

2 Wiener Med. Presse, 1881, No. 29, seq. 

|| Berlin. Klin. Woch., 1886, No. 17, P. 265, 

{ Beitrage zur Path. Anatomie, 1889, No. 6, P. 333. 
** N.Y. Med. Journ., July 27, 1889. 


tt For an account of the discussion as to the presence of micro-organisms in the healthy 
nose see the paper ‘‘Nasal Bacteria in Health,’’ by Dr. W.H. Park and Dr. Jonathan Wright, 
N.Y. Med. Journ., Feb. 5, 1898; Journ. of Laryngology, March, 1898; Ann. des Mal. de 
l'Oreille, Feb., 1898. 
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The diseases with which the history of our subject is concerned, 
which have been profoundly affected in their nosology by bacterio- 
logical ideas are especially diphtheria and tuberculosis; but other 
affections have also been persistently ascribed to their influence. 
Atrophic rhinitis, accompanied, as it usually is, by the foul smelling 
secretions, very naturally fellunder suspicion. Lowenberg described* 
in 1885 a bacterium constantly found in the secretions of ozcena and 
this-has been many times confirmed by other observers since then. 
Klamman (1), Thost (2), Seifert (3), Strauch (4), Valentine (5), 
Hajek (6), Reimann (7), and others contributed to the bacteriology 
of ozcena within a few years after Lowenberg’s paper, but the etio- 
logical importance of a bacterium, in spite of much recent literature 
as to other germs, has not been accepted as preponderating in the 
causation of atrophic rhinitis, and it can not be said that bacteri- 
ology so far has materially elucidated the mystery of the etiology and 
pathology of this disease. This is in striking contrast with the his- 
tory of the diphtheria germ, the study of which has led to such aston- 
ishing results in pathology diagnosis and therapy, and in fact in 
biology in general. 

So markedly are the symptomatic and prognostic features of 
that most frequent form of croupous inflammation of the mucosa, 
associated with the presence of the bacillus, that all other forms 
are excluded from the term Diphtheria, which we have seen Breton- 
neau applying to the whole category. Looking back to the treatise 
of Bretonneau, we again see, as everywhere and always in medi- 
cine, that the progress has been one of advance in differentiation. 
We need not, therefore, review the abundant literature, which ap- 
peared in the long interval of nearly sixty years, which intervened 
between the work of Bretonneau and the discovery of the Klebs- 
Loffler bacillus. 


Atrophic 
Rhinitis. 


Diphtheria 


Léffler,t in 1884, described more fully and identified more clearly: 


the bacillus of diphtheria previously observed by Klebs. Roux 
and Yersin,{ in 1888, still further extended our knowledge of the 
bacterium usually found in croupous inflammations, so that it be- 
came possible as it had previously been with tuberculosis to clas- 





* Deutsch. Med. Woch., Nos. 1, 2, 1885. 

(1) Allg. Med. Central Ztg., 67, 1885. 

(2) Deutsche Med. Woch., No. 10, 1886. 

(3) Volkmann’s Vortrage, No. 240, 1884. 

(4) Monatsch f. Ohrenheilk, 6 and 7, 1887. 
(5) Corresp. bl. f. Schw. Aertzte, P. 141, 1887. 
(6) Berl. Klin. Woch., No. 33, 1 88. : 
(7) Inaug. Dissert. Wiirzb., 1888. 

+ Veréffentlichungen des Kais. Gesundheitsamtes. 
tT Ann. de l’Institute de Pasteur, 1888, 89, '90. 
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sify the disease from the standpoint of the bacteriologist rather than 
from that of the pathologist. But before this we find frequent traces 
of the belief in the germ origin of the disease. Thus Shurly in 
America in 1879* stated his belief in the microbian origin of 
diphtheria. Roux and Yersin began their studies on diphtheria 
in 1888 (1. c.), and continuing them for several years, they investi- 
gated the nature of the bacillus and its toxins, and laid the founda- 
tion for the production of the immunizing serum by Behringt, C. 
Frenkel,{ and Roux and Martin.§ 

About this time attention was again drawn to that class of infec- 
tious disease of the tissues around the upper air tube of which 
Hippocrates had so much to say and of which Ludwig wrote (l.e.). 
Senator, in 1888, gave a very careful description|| of phlegmon of 
the peri-pharyngeal tissues, and numerous papers on the subjeet 
have subsequently appeared. 

If bacteriolgy wrought great changes in the nosology of diphtheria, 
intubation, as introduced by O’Dwyer, brought about no less a 
revolution in the operative treatment. Unknown to him, the idea‘ 
as we have seen, had existed in the very earliest records of 
medicine. It is a matter of conjecture how far Hippocrates intro- 
duced his tubes into the air-way, but that he passed these beyond 
the fauces is perfectly'apparent. All through the history of medicine, 
especially before the Renaissance, and after the 1Sth century, the 
references are numerous to this Hippocratic maneuver, but how often 
it was practiced is a matter of doubt, probably very infrequently. 
The first clear account of its use is in Bichat’s description§ of the 
operation as performed by Desault. He passed hollow sounds into 
the larynx, and gave temporary relief to a dyspneeic patient, as did 
also a distinguished surgeon of Toulouse, following his example. 
This was near the end of the 18th century. Bichat gives careful direc- 
tions as to the technique. They were to be passed through the nose. 
While Desault and perhaps others were occasionally successful 
in affording relief by operations performed in this manner, the 
operation could not rival thatoftracheotomy. The same criticism may 
be applied to the revival of the practice by Loiseau in 1840** and 


* Trans. Detroit Med. and Library Ass'n, Feb. 1879, P. 13. 
+ Deutsche Med. Woch. Nos. 49 and 50, 1890. 
Deutsche Med. Woch. No. 17, ff. 1893. 
t Berl. Klin. Woch. No. 49, 1890. 
2 Annales de l’Institute de Pasteur, No. 9, 1894. 


|| Ueber Acute Infektiose Phlegmon des Pharynx: Verhandl. der Berlin, Medil. 
Gesellsch. 1888, Bd, XIX, IIS. 10. 


{ Oeuvres Chirurgicales de Desault. Edit. by Bichat. 


** Referred by him to this date in a communication published in Gaz. des Hopitaux, 
1858, p. 491. 
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by Bouchut who, in 1858, urged its use in the laryngeal stenosis of 
diphtheria,* The chief honor which Bouchut seems to have acquired 
was to draw the fire of his famous countryman, Trousseau, who had 
brought tracheotomy into greater vogue for the condition. Trous- 
seau’s predilection for the operation of tracheotomy, which he prac- 
ticed with great frequency, no doubt had something to do with his 
unfavorable report on Bouchut’s claims, but this predilection could 
not have arisen from the contemplation of his own results in 
diphtheria. They were atrocious. While, therefore, the idea had 
existed from hoary antiquity, and while during the preceding 
hundred years attempts were made from time to time to make it 
more practicable, there can be no question that success was first 
attained by Joseph O’ Dwyer, who published first in 1885 the accountt 
of his long, patient and persistent endeavors. The success which 
attended them is fresh in the minds of us all. The remarkable 
results attained of late years by the administration of antitoxin in 
laryngeal diphtheria has very greatly diminished the number of 
cases in which relief from dyspnoea in laryngeal diphtheria is 
imperatively demanded. 

We must now continue our study of the history of tuberculosis 
in the upper air passages. There-can be no doubt that the recogni- 
tion of the bacillus, as the specific agent of contagion, had very 
much to do with the stimulation of the hope of finding a cure for its 
manifestations in the upper air passages. Its recognition in the 
early part of this century, confused as it was with syphilis, was 
nevertheless enough for the formation of ahopeless prognosis. The 
differential diagnosis between syphilis and tuberculosis of the 
larynx was still very incomplete when laryngoscopy came into use. 
Notwithstanding the false idea of Louis, which Rheiners’ contribu- 
tionst had fostered, as to the frequent coincidence of catarrhal 
laryngeal ulcers with tubercular disease of the lungs, Tiirck’s atlas 
and graphic descriptions§ in 1866 did much to familiarize observers 
with the varying appearances of syphilitic and tubercular laryngitis. 
Five years before this, Gerhardt and Roth had recorded their expe- 
riences in the observation of cases they called syphilitic disease of 
the larynx, || but at that early date in laryngoscopy much confusion 
in the differential diagnosis is to be expected. In fact we very 





* Bull. de 1’ Acadamie des Sciences, Nov. 1858. 
L’Union Medicale, No. 130, p. 517, 1858. 
+ New York Medical Journal, p. 145, Aug. 8, 1885. 
T Inaugural Thesis “Die Histologie des Kehlpkopfs,’’ 1852. 
Virchow’s Archiv., No. V, p. 534, 1853. Ueber den Ulcerationens im Kehlkopf. 
2 Klinik der Krankheiten des Kehlkopfes, 1866. 
Virchow’s Archiv., No. 21, P. 7, 1861. 
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early find the observation of what is still supposed to be the com- 
bined form of syphilitic and tubercular laryngitis. Schnitzler wrote 
of it in 1868,* and subsequently returned to the subject with in- 
creased interest and wider experience in 1890.+ 

Virchow’s remarks on tubercle threw a flood of light on the 
morbid processes in the lungs, and did more than anything else to 
dispel the confusion which reigned as to the pathogenesis of tubercle 
and its affinities to caseous degeneration. It seems wonderful read- 
ing, even forty years after it was written, that about the only gaps he 
left in the correct description of the pathogenesis of tubercle were 
those which later were filled by the discovery of the tubercle bacillus. 
He thus refers to laryngeal tubercle: ‘‘Inthe very frequent tuber- 
culosis of the larynx, small, flat, clear, gray or whitish gray swellings 
are found, which hardly project beyond the surface.’’{ He rejected, 
with Rokitanski, the idea of Louis that laryngeal ulcers in phthisis 
pulmonalis are due to mechanical causes, and he declared the larynx 
is one of the best places in the body to study tubercle. In the matter 
of laryngeal ulceration he was not supported by Rindfleisch,§ who 
to some extent accepted the view of Louis. Ten years later we 
may note Bosworth maintaining the non-tubercular character and 
the curability of laryngeal ulcerations in phthisis.|| Schech,§ in the 
following year, while admitting their occurrence, regarded them as 
very rarely simple catarrhal, but usually as tubercular. Krishaber, 
in 1881, while not reluctant to admit that laryngitis arising in a tuber- 
cular subject may become ulcerative without the morbid process 
having previously existed at that point, nevertheless recognized 
the tubercular form to be the usual one.** Perhaps the last import- 
ant recrudescence of this attractive idea of Louis is to be noted in 
the monographs of Heryng,{t in 1884, who insisted that he had 
observed ten cases. Doubtless the entertainment of this belief had 
much to do with the subsequent enthusiastic manner in which he 
sought and claimed the attainment of a cure for tubercular laryn- 
gitis. At this time much interest was aroused by the discussion as 
to the question of the occurrence of a primary tubercular laryn- 
gitis.{{ Frankel declared he had seen instances of it in which 


* Wiener Med. Presse, No. 14, seq. 1868. 

+ Internationale Klin. Rundschau, No. 34, seq. 1890, 

} Die Kraukhaften Geswiilste, 1864, Bd. VII, P. 642. 

2 Lehrbuch der Path. Anat., 1867-69. 

| Boston Med. and Surg. Journ., P. 544, April 17, 1879. 
§ Aertzl. Intelligenzblatt, No. 41, 1880. 

** Trans. Internat. Med. Cong., 1881, Vol. III, P. 209. 
+i Contributiou a l'Etudé des Erosions, dites Catarrhales. 
tt Vide. Trans. Internat. Med. Congress, 1881, III, P. 213. 
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pulmonary phthisis had later supervened. Voltolini doubted if this 
were actually the case. Krishaber declared he had never seen a 
case recover, but others were less skeptical, while Gerhardt thought 
catarrhal ulcers in pulmonary phthisis subsequently became tuber- 
cular. Shortly after this John N. McKenzie,* Schnitzlert and 
Percy Kidd described cases of non-ulcerative tubercular tumors of 
the larynx. 

The contagiousness of phthisis had been asserted from time to 
time in the history of medicine, and Villemain had proved it 
experimentally in animals, but it remained for Koch, who had noted 
the spores of the anthrax bacillus, in 1876, to demonstrate the 
tubercle bacillus, in 1882. Immediately the diagnostic value of its 
identification in ulcers of the larynx was appreciated, though 
perhaps somewhat exaggerated, by Frenkel, in 1883,{ in establish- 
ing their tubercular character. Much stress was also laid on this 
diagnostic value of the bacillus by Hunter Mckenzie§ and Voltolini. | 
The latter however doubted the proof of its infectiousness in man. 

Virchow had noted (1. c., P. 651) the occurrence post-mortem of 
nasal tuberculosis. Willigk had also observed it and in 1877 
Laveran had spoken of acase of a nasal lesion he had observed which 
he supposed was tubercular, but Riedel seems to have been the first 
to report§ well authenticated cases. Later Tornwaldt reported** 
a case, and Weichselbaum advancedty the assertion, thus far 
unsupported, that the severe form of what he called scrofulous 
Ozcena is dependent on miliary tubercle. He also pointed out the 
rarity of these cases. Cartaz,{{ Schaeffer$§ and Bresgen|||| reported 
a number of cases in 1887. 

In the 17th century Marcellus Donatus{§ refuted the declaration 


of Galen that ulcers of the arteria aspera are easily cured. It was in 


1886 that Heryng first asserted+ the possibility of the cure of tuber- 
cular laryngeal ulcers without special treatment. Subsequently x 
he reported twenty-two cases in which favorable results had been 
attained by curettage and the cutting forceps. H. Krause had pre- 
viously recommended the local application of lactic acid, and this 
suggestion Heryng also adopted., Moritz Schmidt at that time spoke 
of the utility of tracheotomy in these cases. In Germany the surgical 
treatment of tubercular laryngitis has found many partisans, but on 
the whole it has not yet made much headway in other countries, and 
perhaps has not met with the trial it deserves, owing to the distrust 
aroused by the enthusiastic and exaggerated claims of the early ad- 
vocates of the method. 


* Archives of Medicine, 1882, P. 107. 
+ Wien. Med. Presse, April 1883. P. 446, Nov. 1884, P. 1397. 
Tt Berl. Klin. Woch, Jan. 22. 1883, April 7, 1884- 
4 Edinburgh Med. Journ. Feb. 1884. 
| Allg. Wien. Med. Ztg., 13, 14, 1884. 

Monatsch f. Ohrenheilk, 3 and 4, 1884. 
{ Deutsche Zeitsch. f. Chirurgie, 1878, P. 56. 
** Deutsche Arch. f. Klin. Med. No. 27, 1880, P. 586. 
++ Volkman’s Klin. Vortrage, 168-169. Allg."Wien. Med. Ztg. No. 27, 1881. 
II La France Medicale No. 84, 1887. 
Ad Deutsch Med. Woch. No. 15, 1887. P. 307. 

ii Deutsch Med. Woch. No. 30, P_ 663. 

{ De Historia Medica Mirabili Lib.. III, Cap. I, Edit.,1613. 
+ Deutsche Med. Woch., No. 48. 1886. 
X Ibid , Feb. 17. 1887. 
~ Deutsche Med. Woch., No. 49, 1886. 
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We cannot pursue the history of tubercular disease of the air 
passages further with profit. Its problems are still the most important 
to the human race of any in the domain of medicine. Very few of 
them have as yet been solved. The discovery of the tubercle bacil- 
lus was only the beginning of the solution of many of them. Perhaps 
the problem most intimately associated with our specialty is that 
of the pathway of infection by the tubercle bacillus after coming 
into contact with the human organism. This question was first 
prominently broached by Dr. Bollinger in 1890.* With the subse- 
quent development of this, with the discussion in regard to systemic 
infection and many other questions, we are still actively engaged. 


THE STRUCTURE OF (EDEMATOUS NASAL POLYPI.+ 


Without entering into an account of the researches, which have 
developed our knowledge of the histology of other morbid condi- 
tions of the mucosa of the nose and throat, it is advisable thata 
few words should be said of the history of one question since it 
involves the proper conception of intra-nasal pathology. This 
latter is bound up inextricably with the story of the structure of the 
nasal polypus. We have followed that down to the time of Mor- 
gagni. It remains to follow it during the nineteenth century. In 
the surgery of Cheliust as late as 1852, we find that he regarded 
the nasal polypus as a local infiltration of the mucosa with serum, 
a view of which we have seen prevail almost since the downfail of 
the Galenic pathology. Frerich§ is said to have been the first to point 
out that its surface is covered by epithelium similar to that of the 
surrounding tissue. 

On referring to an early (1854) American edition of Paget’s 
‘‘Surgical Pathology,’’ we find he classes nasal polypi among the 
fibro-cellular tumors (P. 386), and in this class he also put those 
growths shortly afterward described by Virchow under the name of 
myxoma in the ‘‘Krankhafte Geschwiilste’’ (ed. 1863, P. 417), 
who having previously described myxoma in other publications, 
dwelt upon the relationship it bears to the retrograde metamorpho- 
sis of fatty tumors and of fat tissue, being frequently therefore 
found in connection with lipomata. He states that myxoma ‘‘in 
adults is relatively infrequent, even in the atrophic metamorphosis of 
fat tissue in the mucous membranes.’’||_ I need only refer in pass- 
ing to the remarkable mistake made by Billroth€] in ascribing the 
structure usually found in rectal polypi to those found in the nasal 
cavity. He says he examined twenty cases of nasal polypi, and 
they were nearly all adenomatous in structure. 


* Miinchener Med. Woch., No. 33, 1890, P. 567. 

+ For a resumé of the history of this subject see a paper by mein the New York Med- 
ical Record, Jan. 26, 1901. 

t Handbuch der Chirurgie, Bd. II., P. 530, 7th Edit. 1852. 

2 De Polyporum Structura Penitore, 1843. 

|| In a late address Virchow Arch. Bd. 162, P. 163, hft. I, he remarks incidentally as to 
this matter: “Es ist ein blosses Spiel mit Worten, wenn man junge pathologische Zellen 
und Gewebe embryonale nennt.’’ Some account of the question of the doubt as to Vir- 
chow’s classification of myxoma may be readily found in Councilman’s article on 
*“Myxoma"’ in Wood’s ‘Reference Handbook of the Medical Sciences." 
" “Ueber den Bau der Schleimpolypen.”’ 1854. 
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It needs only a reference to a few of the modern text-books on 
pathology to show that the definition of Virchow as to myxoma, in 
spite of much well grounded criticism, is still universally accepted, 
and yet in not a few of them has crept the idea that the structure of 
the nasal polyp conforms to it. Billroth* and Cornil and Ranvier 
(1884) follow him explicitly. Birch-Hirschfeld (1887) speaks of 
nasal polypi as soft fibromata or myxo-fibromata (Vol. II, P. 381), 
but evidently he had no experience of his own with these growths, 
because in his description of myxoma (Vol. I, P. 151) he describes 
them in the sense of the others. He misquoted Hopmann, 
who, as we shall see presently, directiy repudiated the idea of 
myxoma of the nose. Weichselbaum (1592) gave a characteristic 
woodcut and the usual description of true myxoma. Ziegler (Ed. 
1895) says that nasal polypi are made up of edematous connective 
tissue and mucous tissue, and must therefore be ranked among the 
fibromata and myxomata (Vol. II, P. 625), but he differs in no 
way from other pathologists in his description of the latter (Vol. I, 
P. 397), which are always combined, he says, with the histological 
forms of other tumors. Delafield and Prudden, in the last edition 
of their ‘‘Pathological Anatomy,’’ state that it is frequently difficult 
to distinguish between the two; but in the illustration they give of 
the structure of a mucous polyp of the nose, there is no resemblance 
to the picture they give under a higher amplification as typical of 
myxoma. 

When we attempt to find who was responsible for the introduction 
of the term myxoma into nasal pathology, we are baffled by the 
apparent insidiousness of the process. It seems to have crept in 
through its use by writers who were either unfamiliar with the 
myxoma of Virchow, or else unfamiliar with the histological details 
and the pathogenesis of nasal polypi. 

The first mention of a myxoma occurring in the nose which I have 
been able to find is a report by S. W. Gross in 1871.¢ We find 
here the myxomatous error in full bloom. 

A glance at the text-books on the nose, which began to appear 
first a quarter of a century ago, convinces one thatthe term, if not the 
conception, of Virchow was well established in the literature of the 
subject. Michel, indeed, who published in 1875 the first extended 
work of modern date on the diseases of the nasal cavity, did not, so 
far as I can see from the translation of Shurly, speak of the polypi 
as myxomatous, and his conception of their etiology and pathogene- 
sis does not coincide with the view of there being a new growth of 
tissue. Cohen, whose work first appeared in 1879, accepted the 
classification of myxoma. Stérk, in 1880, did not use the word in 
connection with them, but in Bosworth’s first edition in 1881, they 
are so classified. Zuckerkandl} very curiously fell into the serious 
error of Billroth, quoting him with assent in saying they are adenoma- 
tous, but he makes no reference to them as myxomatous. Beverly 
Robinson, in his treatise on ‘‘Nasal Catarrh,’’ the second edition of 


* “Surgical Pathology,’’ 1882. 
+ Vide. Trans. Path. Soc. of Philadelphia, 1871, P. 219. : 
t “Normale und Pathologische Anatomie der Nasenhdhle,” edition 1882, P. 76. 
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which appeared in 1885, referred to nasal polypi as myxomatous. 
Morell Mackenzie, began his chapter on nasal polypi by saying they 
are new formations nearly always of a myxomatous character.* | 
will not pursue text-book literature into more recent time. Suffice 
it to say that in nearly all of the special works on the nose, this error 
in nomenclature, if not in conception, still exists. 

It is to Hopmann we are indebted for the first serious attempt to 
dispel it.t In 1885, he refuted, not only the mistake of Billroth 
as to their adenomatous nature, but, quoting from the German trans- 
lation of Mackenzie’s book, he denied the latter’s assertion as to the 
myxomatous character of nasal polypi. They are, he asserted, to be 
looked upon as soft, edematous fibromata. Chiari, in 1887, said: 
‘*On the ground of a histological examination of twenty-three nasal 
polypi, polypoid hypertrophies, and papillomata, I came to the con- 
clusion that also in nasal polypi, it was only a matter of serous infil- 
tration of the hypertrophy of the mucosa.’’ In many subsequent 
papers this view has, I think, been incontrovertibly established—most 
conclusively, I think, by Hajek{—and it has been urged in this 
country by myself§ and others. The most recent paper dealing with 
this subject exhaustively is that of Cordes (Arch. f. Lar. Bd. XI, 
Hft. 2). There is very little to be found in it which has not been 
stated previously by other observers, but it is a very satisfactory con- 
firmation of much work done by others, the publications of which 
are scattered through rhinological literature. 


And now having followed the story of our art over its period 
of three thousand years and more; from the dim and misty 
past of incantations and exorcisms, from the early days of Grecian 
civilization when Hippocrates made a specialty of medical science 
separating it from the other sciences, to the days of the microscope, 
and the spectroscope, and the stethescope, and the laryngoscope: 
when the space of one man’s life is insufficient for him to know 
anything but the rudiments of our art in many branches, and be, at 
the same time, in a position to advance in any degree the bound- 
aries of even its smallest province, we may pause with, I trust, a 
just consideration and appreciation of the labor of our predecessors. 
Our knowledge has been built up, we have seen, not by the mush- 
room activity of any one period, or of any one school of medicine, 
or by the premature birth of an idea or theory, but by the patient, 
painstaking, laborious exertions of many generations of earnest 
men, working, for the most part, without expectation or perhaps 
desire; certainly without the attainments of those rewards, by 
which not only the layman, but alas, even the average member of 
our own art, measures what he calls success. To him who knows 
the joy of work, this phenomenon needs no explanation. To the 
rest of mankind no explanation would suffice. 

* Am. Ed., 1884, Vol. II, P. 350. 

+ Monatschrift fiir Ohrenheilkunde, 1885, June, P. 161. It is less clearly combated in Fis 
ste 3? in Virchow’s Archiv., 1883, No. 93, P. 213. 


Arch. f. Lar., 1896, Bd. ‘Iv. Hft. 3, P. 277. 
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SOCIETY PROCEEDINGS. 


NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Stated Meeting April 23, 1902. 
Emil Mayer, M. D., Chairman. 
Oedematous Polyp of the Larynx Causing Sudden Dyspnoea. 


Dr. C. G. Coakley presented a specimen taken from a man of 
forty-two years, who had been perfectly well up to three days be- 
fore coming under examination. At that time he was suffering 
from dyspnea, and examination showed a large whitish mass fill- 
ing the whole of the upper part of the larynx. It was removed en- 
tire with a forceps having serrated jaws. The mass was attached to 
the right ventricular band near its anterior portion. The proba- 
bility was that the mass had been in the larynx for a considerable 
time, but had not caused dyspnea until it had suddenly become 
larger from edema. It was an ordinary edematous polyp. There 
had been no recurrence since the operation. 

Absence of Frontal Sinus on Both Sides. 


Dr. William H. Haskin presented this anatomical specimen. He 
said that Turner had examined over 500 cases and had found ab- 
sence of the frontal sinus in 12 per cent. 

Dr. Wendell C. Phillips said he desired to emphasize the fact 
that absence of the frontal sinus was not at all uncommon. In 
his operative surgery teaching he had frequently observed absence, 
or almost complete absence of this sinus, particularly in the colored 
race. 

A Mass of Polyp Removed From the Naso-pharynx. 

Dr. J. A. Kenefick presented a conglomeration of polypi. After 
having removed a series of small polypi from the nose he found one 
hanging down into the nasopharynx. This he had seized with 
forceps and snapped off. It was about 3% inches long. 

Effect of Paraffin Injections in Deformities of the Nose. 

Dr. Francis J. Quinlan presented 4 photograph to show the effect 
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of paraffin injections in destructive ulceration of the nose. The 
nostril in this case had been almost collapsed. This was the twen- 
ty-second case of paraffin injection that he had done during the 
past year, and all had been successful except one. In that one 
there had been suppuration followed. With the exception of a 
feeling of fullness or of frontal headache there had been no annoy- 
ing symptoms after the injection of the paraffin. The technique 
was still attended by some difficulties. In making these injections 
one must be careful not to throw it directly under the skin; the 
tissues should be previously loosened by manipulation. The case 
under discussion was one of specific ulceration and destruction, so 
that the tissues were very tense owing to the contractions. There 
was an absence of the septum cachetgiums, of plate of ethmiod and 
vomer, and consequently some of the material during the injec- 
tion escaped into the nose. By pressure over the bridge of the 
nose in a semicircular form one could prevent the paraffin from 
extending up to the bridge of the nose as well as laterally. Dif- 
ficulty had been experienced in preventing the paraffin from con- 
gealing in the syringe, and also in securing perfect asepsis. It was 
better to inject too little, and repeat the injection, than to inject 
an excessive quantity and perhaps excite a pressure necrosis. The 
doctor will show at the next meeting a new instrument for keeping 
the paraffin at a liquid temperature during the injections, thereby 
overcoming many of the difficulties experienced by many during 
these operations. 

The Tilley Tonsillar Punch Forceps. 


Dr. James E. Newcomb presented the tonsillar punch forceps 
devised by Dr. Herbert Tilley, of London. A local intrument 
maker here had attempted to make the forceps for him, but had 
not succeeded ; consequently he had imported one from the original 
makers. The instrument seemed to cut very cleanly and satis- 
factorily. 

Dr. Coakley said that he had been using these forceps for some 
months, and had found them better than any other tonsillar punch 
with which he was familiar. He had used it for removing patho- 
logical growths at the base of the tongue. It would be an ad- 
vantage if the instrument could be made a little less clumsy. 

Dr. E. Mayer said that this instrument reminded him of the one 
devised by Dr. Farlow. The latter worked perfectly, but was 
rather heavy and bulky. 

Dr. Newcomb said that he had tried some of the smaller and 
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more lightly constructed tonsillar punches, and had found that 
after engaging the tissues the handles of the instrument would 
spring, and the tissues would be pinched but not cut through. 


A Tumor of the Tongue. 


Dr. A. B. Duel presented a well-preserved Italian of nealy seventy 
years of age. About one year ago he had first noticed a little 
stiffness of the tongue, and six months later he had begun to feel 
pain referred to the left ear. At present this pain was so severe 
as to require the use of morphine to secure sleep. There was a 
distinct history of syphilitic infection forty years ago. There was 
a tumor of the tongue, which had increased in size during the two 
months he had been under observation, despite the fact that the 
man had been receiving iodide in large doses, as much as 240 grains 
aday. There had been no ulceration. The glands on the left side 
had increased considerably in size since the patient had first come 
under observation. Some of those who had seen him were of the 
opinion that the growth was malignant, with which opinion the 
speaker was inclined to agree after the therapeutic test he had 
made. The case would be shown again in two or three months. 

Dr. E. Mayer thought the growth was undoubtedly malignant. 
He would not suggest a surgical operation for this patient, but 
called attention to the fact that the X-rays were being employed 
largely for inoperable cases and this seemed to belong to that 
category. 

Dr. F. J. Quinlan thought that a growth of this nature lasting 
for one year should by this time show some evidence of breaking 
down if it were malignant. He was inclined to give some weight 
to the specific element, and the macroscopic appearance of the 
tumor seemed to him to favor this view. Within a year he had 
seen a similar tumor of the tongue“which had diminished in size 
under antisyphilitic treatment. 

Dr. M. D. Lederman suggested giving hypodermic injections of 
one-sixth of a grain of the bichloride of mercury daily until con- 
stitutional effects were produced. He recalled the case of a woman 
of forty years, who suffered from painful deglutition due to a 
growth of uncertain nature at the tongue. She received twenty- 
five hypodermic injections of one-sixth of a grain of the bichloride 
without any other symptom than salivation. The growth disap- 
peared in the course of a month. 
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A Case of Repeated Intubation Followed by Tracheotomy. 


Dr. Duel also presented a boy whom he had presented at the 
meeting of the Eastern Section of the American Laryngological, 
Rhinological and Otological Society two months ago. At that 
time he was wearing a retained intubation tube and he was pre- 
sented now for the purpose of showing that a complete cure had 
been accomplished. The boy had developed laryngeal stenosis dur- 
ing an attack of smallpox, and had been intubated. Auto-extuba- 
tion had taken place so frequently that tracheotomy had finally | 
been done. On attempting, after a few weeks, to introduce an in- 
tubation again it was found that bands formed just above the 
tracheotomy wound prevented the insertion of the tube. Dr. Duel 
had then done a thyrotomy and had inserted one of the retained in- 
tubation tubes devised by Dr. John Rogers of this city. . After six 
weeks the clamp of this tube was removed and the tube allowed 
to remain. After three or four weeks the tube was coughed out, 
and since then the boy had been well. The voice, although still 
husky, was very strong and would probably improve still more. 


A Case Showing Immobility of the Left Arytenoid Cartilage and 
Vocal Cord. 


Dr. J. A. Kenefick presented a young woman who had come 
to him a few weeks ago complaining of hoarseness. Examination 
showed complete immobility of the left arytenoid cartilage and 
vocal cord. The family history was excellent. Dr. J. E. Stubbert 
had examined this patient with the X-ray, and thought he made 
out a distinct dilatation of the aorta. Dr. C. H. Knight had also 
seen the case, and had suggested paralysis instead of fixation. 

Dr. E. Mayer was disposed to look upon the case as one in which 
an ecchondrosis was the cause of the hoarseness. 


Congenital Malformation of Nose and Adjacent Structures. 


Dr. C. G. Coakley presented a young woman who had come to 
the New York Eye and Ear Infirmary the latter part of February 
complaining of inability to breathe through the nose. There was a 
large mass that could be easily seen on opening the mouth. It 
was pale, and presented an appearance not unlike that of a polypus. 
On applying a snare around it it was found to be quite friable and 
lobulated, and had almost a fatty feel. It had been examined 
microscopically, but those who had made these examinations were 
not agreed as to the nature of the growth. A good many frag- 
ments were removed. The anterior nares were markedly occluded 
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by a congenital deformity. On introducing the finger into the 
nostril it was possible, however, to push the mass back into the 
nasopharynx, and then it was comparatively easy to remove it. 
Having done this, the whole of the outer wall of the nasal cavity 
was found to be eroded, and on further exploration the antrum 
was discovered to be filled with granulation tissue. The whole of 
the lower and inner wall of the orbit had been absorbed. At pres- 
- ent she was wearing the Kyle tubes. Dr. Dunham was inclined 
to think that the growth was a sarcoma. The patient, who is thirty- 
two years of age, had never menstruated. Dr, E. H. Grandin had 
examined her, and found an absence of the vagina and uterus, 
which was of interest in connection with the malformation of the 
nose. There was no history of hemorrhages from the nose having 
occurred spontaneously, but there was bleeding from the nostril 
on the slightest touch. 


Dr. Mayer said that this case reminded him of the case of a young 
man sent to him from a distance. There had been a great deal of 
hemorrhage, and the tumor was removed, and on examination, de- 
clared to be a malignant growth. The tumor had occupied the 
middle turbinate. A second operation was done for a recurrence 
of this growth. Subsequently he had come under Dr. Mayer’s 
observation, as no growth was then visible no immediate operation 
had been advised. Two or three months later there was occur- 
rence; several large pieces were removed with a cold wire snare, 
and submitted to a pathologist, who could find no evidence of sar- 
coma, and believed the growth to be syphilitic. The man was at 
once put upon inunctions and the remainder of the growth promptly 
and completely disappeared. There was absolutely no history of 
syphilis. The young woman presented by Dr. Coakley, having 
other malformations and evidences of insufficient development, 
would suggest congenital syphilis, arid he thought treatment should 
be carried out along this line most thoroughly. 

Dr. M. D. Lederman said that some years ago he had presented 
to this Section a patient with an extensive growth in the nose. 
The growth bled profusely, and a portion examined by the path- 
ologist was reported to be a small round cell sarcoma. Coley’s 
toxins had been tried with unpleasant effect. Dr. Dawbarn then 
ligated the external carotids on both sides, and after three months 
the extensive growth had been reduced about two-thirds. In 
time, however, the growth again became large, and a radical opera- 
tion (removal of the superior maxilla) was performed. It was now 
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five years since the operation, and he understood that the man 
was still alive, without recurrence. Dr, Dauburn has reported 
good results from ligation and excision of the external carotid 
arteries and collateral circulation in these class of cases. 

Dr. Coakley said that his patient had been operated upon three 
or four years ago by some surgeon in Dresden, who removed large 
pieces from the nasopharynx. He would be happy to adopt the 
Chairman’s suggestion about the treatment, and would report upon 
the case later. 

Catarrhal Ulceration of the Vocal Cords. 


Dr. W. C. Phillips reported this case. He said that a careful 
study for twelve years of a patient apparently suffering from catar- 
rhal inflammation of the vocal cords had proved to be exceedingly 
instructive to him. The man had first come to him in 1891. He 
was apparently in perfect health and was of excellent habits. At 
that time there was slight dyspnea and hoarseness, but no cough 
or expectoration. The temperature was normal. Laryngeal ex- 
amination revealed a nodule at the junction of the middle and pos- 
terior thirds of the right vocal cord, and a small ulcer on the cord, 
apparently involving only the mucous membrane. Applications of 
nitrate or silver were made to the ulcer, and the man was given 
small doses of iodide of potassium, and was advised to rest the 
voice as much as possible. This treatment caused the ulceration 
to improve but a business trip took him to the South for three 
weeks, and upon his return it was entirely healed. The man had 
suffered from several similar attacks since then, almost always in 
the winter months, but no special cause could be discovered. Im- 
provement took place quickly on taking a trip to Bermuda. The 
last attack had been unusually severe, but this was to be explained 
by the fact that it had been brought on by excessive voice strain. 
A search through the literature showed but scant mention of this 
class of cases. Dr. Kenefick had told him of two similar cases. 
One of these was that of a physician who developed an attack of 
laryngitis while in the White mountains, and with this attack ulcers 
appeared on the vocal cords. Healing was slow. The other case 
was that of a man of sixty-five who complained of fatigue and dis- 
tress after talking for an hour to a Bible class. Examination 
showed redness of the right vocal cord, and a shallow ulcer just 
over the tip of the vocal process. There was no marked induration 
or glandular swelling. Dr. Lefferts had seen the case, and had 
diagnosed it as catarrhal ulceration of the vocal cords. The 
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speaker said that he was of the opinion that these ulcerations were 
dependent upon climatic conditions. 


Ankylosis of the Crico-Arytenoid Articulation. 


Dr. D. Bryson Delavan presented this paper. He said that the 
differential diagnosis between paralysis and ankylosis should be 
easy, but in practice such was not always the case. Certain anky- 
loses following violent acute inflammations of the larynx were 
somewhat difficult of recognition. Syphilis, gouty arthritis and 
tuberculosis were common causes of ankylosis. Four illustrative 
case were reported, of which the following is a good example: 
This case was one of typhoid ulceration of the larynx, the only case 
of the kind that he had seen recover. The patient was 35 years of 
age, and the attack of typhoid was severe and complicated. About 
the sixth week the voice became hoarse and deglutition difficult. 
The larynx was intensely congested, and an ulcer developed to the 
right near the posterior commissure. Ii was about three-eighths 
of an inch in diameter, deep and destructive, and surrounded by 
marked inflammation. From the beginning the symptoms were 
urgent and at times life was threatened, but after ten days the ulcer 
began to heal and the edema to subside. During the early part of 
the attack the movement of the arytenoids became restricted, and 
motion finally ceased permanently on the right side. After a lapse 
of several years this patient was found to be in robust health with 
increased chest expansion. 

Referring to the treatment, Dr. Delavan said that when the fixa- 
tion was due to a more or less chronic inflammation or to lesions 
causing much thickening or deformity of the surrounding parts, 
radical measures might be demanded. If the breathing space were 
sufficient, the existing inflammation should be subdued as quickly 
and thoroughly as possible, and then the physician should refrain 
from all interference, especially mechanical, which might irritate 
the parts. The patient should study the best methods for econo- 
mizing the production of the voice as well as use the voice only in 
moderation. Gymnastic methods should be practiced which were 
calculated to strengthen the chest and increase its expansion. Vocal 
gymnastics and proper methods of voice production were essential 
parts of the treatment of these cases. Most of the patients that he 
had seen had enjoyed good health, and their success in life had been 
very little impaired. 

Dr. M. D. Lederman said that he had expected to present this 
evening a patient illustrating the difficulties of diagnosis. The 
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patient was a man about forty-two years of age having some dif- 
ficulty in swallowing, and speaking in a guttural manner. He 
had been examined most carefully and no disease found in the 
chest or in the blood vessels. The question of diagnosis was still 
open, as the man had no cough and had not lost weight. The 
local affection presented an ankylosis of the left crico-arytenoid 
articulation ; no history of rheumatism or syphilis could be obtained. 
At present the therapeutic test with iodide of potash, was being 
carried out. 

Dr. F. J. Quinlan said that the Section was very grateful to 
the author of the paper for having called attention to an almost 
new subject in laryngeal disease. The points in the differential 
diagnosis of paralysis and ankylosis had been brought out so fully 
and clearly as to require no further discussion. 

Dr. Kenefick said that he had seen cases of ankylosis in dispen- 
sary practice in which voice production had been produced through 
the agency of the falce vocal bands. He had seen a case of this 
kind in which after a few words had been spoken the arytenoids 
came into action and the voice then became natural. This patient 
had improved rapidly under the use of the salicylates. There was 
no doubt that fixation of the left vocal band was always suspicious 
of pressure on the left recurrent laryngeal nerve, and such pressure 
should be eliminated notwithstanding a precedent attack of acute 
inflammation of the larynx. 

Dr. E. Mayer spoke of the class of cases in which the fixation was 
not very pronounced. He would like to hear more regarding the 
treatment of the ankylosis when already established. 

Dr. Delavan said that a firm and complete ankylosis of the crico- 
arytenoid cartilage not of cicantricial origin could not be broken 
up by means yet known. The best treatment, therefore, consisted 
in removing all irritation from the larynx, subduing all thickenings 
and giving as much flexibility as possible to the opposite arytenoid. 
Moderation in the use of the voice should be enjoined, and the pa- 
tient should be taught to use his voice economically. He should 
also be placed'under the best climatic influences. Cases of acute 
laryngitis should be carefully watched, and when there was fixa- 
tion, even of a temporary character, every effort should be made 
to bring about resolution as rapidly as possible. 








BERLIN LARYNGOLOGICAL SOCIETY. 
Session of April 25th, 1902. 

Dr. Stuhrmann demonstrated a new spraying apparatus where 
carbonic acid escaping automatically from a small tube attached to 
the neck of the apparatus is the propelling force. A fine spray of 
several atmospheres’ pressure can be delivered and easily regulated. 
Influenza Pharyngitis. 


Dr. Treitel reports a case of laryngitis occurring in his private 
practice, where the bacteriological examination gave evidence of 
the presence of the typical influenza bacillus. This was again found 
with the recurrence of the symptoms and corroborated the diag- 
nosis. Treitel also reported a case of influenza where the pharynx 
was especially involved. This began as an angina and after a few 
days the faucial tonsils, the palatine arch and the posterior wall of 
the pharynx were covered with a grayish-white exudation. This 
mass was removed in the form of flat patches. Three 
weeks after recovery the same symptoms and exudate reap- 
peared in a milder form, this time showing as small blebs. Treitel 
suspected the presence of the influenza bacillus, and with the re- 
appearance of these symptoms the bacteriological examination con- 
firmed their presence. Treitel believes that the oval-shaped, opal- 
colored spots or patches on the tongue appearing with this form 
of pharyngitis is pathognomonic of influenza. 

The discussion following the report of this case developed the 
fact that the symptom complex appearing in the larynx during in- 
fluenza is not yet satisfactorily explained as to its pathologic and 
histologic character. Dr. Ruhemann maintains that the symptom 
complex noted in this form of laryngitis and pharyngitis is pathog- 


nomonic of influenza, and is of the opinion that the finding of the 
influenza bacillus corroborates the influenzal character of these af- 
fections. 

Concerning the Bacteriology of the Nose. 


According to Drs. Schlier and F. Klemperer, the investigations 
minutely described in the Leyden Jubilee Publication prove con- 
clusively that the bacteria found in rhinoscleroma and ozoena are 
not of a specific nature, but identical with that of the pneumococcus 
Friedlander, morphologically as well as biologically. 
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CHICAGO LARYNGOLOGICAL AND CLIMATOLOGICAL 
SOCIETY. 


Meeting held April 21, 1902. 
' Reported by Edwin Pynchon, M. D. 
Dr. Moreau R. Brown, President, in the chair. 


Dr. P. J. W. Farrell reported the treatment of two cases of sad- 
dle nose in which the deformity had been satisfactorily corrected by 
the subcutaneous injection of melted parafine. A strong syringe 
with large needle is required. 

Dr. Chas. M. Robertson reported a case of fibro-sarcoma of the 
soft palate and tonsil in a male patient aet. 62, caused by injury with 
a toothpick. Patient appeared for treatment cight weeks after the 
injury. The tumor was rapidly growing and reached from the 
base of the left palatal arch up to the Eustachian tube and ex- 
tended forward in the mouth to within one inch of the incisor teeth. 
While the pain had been slight the tumor interfered seriously with 
both respiration and deglutition. One week after the microscopical 
examination had been made the tumor was removed under chloro- 
form anesthesia, and was found to be encapsulated, therefore a 
favorable prognosis was made. Up to the present time, twenty 
months after the operation, no signs of a new growth have ap- 
peared. 

Dr. E. F. Ingals mentioned a caes of nasal fibro-sarcoma which 
occurred in a boy aet. 13 and which after operation gradually re- 
formed so as to completely occlude the nose and cause prominence 
of the right superior maxilla and destroy the sight of the eye on 
that side. Eventually, several years thereafter, the tumor almost 
entirely disappeared by atrophy. 

Dr. William E. Casselberry exhibited a case in which the su- 
perior maxillary bone on one side had been resected on account of 
intranasal fibro-sarcoma. As a result of the operation a trauma- 
tic cleft of the hard palate remained. As a first step of the opera- 
tion the external carotid was ligated. The tumor was found to be 
encysted and was quite easily peeled out with the finger. Follow- 
ing the operation a paralysis of the right side occurred, but has been 


gradually diminishing. 
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Dr. A. M. Corwin presented a male patient aet. 66 suffering from 
carcinoma of the epiglottis, which had developed within three 
months. Pain has been slight except a moderate degree of dys- 
phasia. There is no cough and the voice is unimpaired. There is 
an absence of glandular enlargement and of swelling of adjacent 
tissues. The progress has been slow and the patient has not lost 
in weight. 

Dr. George E. Shambaugh presented a specimen, being a large 
bony air cyst of the anterior end of the middle turbinal. He re- 
garded it as an enlargement of an ethmoid cell. 

Dr. Otto T. Freer read the history of “A Case of Phlegmonous 
Laryngitis Terminating in Abscess in Front of the Larynx” in a 
male patient aet. 54, which came on suddenly during the night two 
months ago. Dyspnea was pronounced though no pain was com- 
plained of. Solids could not be swallowed, but by drinking slowly 
fluids could be taken. A tracheotomy under local anesthesia was 
done March 2. The abscess contained about two ounces of pus. 
The tube was removed five weeks after the operation, the patient 
making a good recovery. 





Boro-Chloretone, the New Surgical Dressing.—WaLTER P. ELLs, 
M.D.—The Am. Practitioner and News, March 15, 1902. 

According to the author, the local anesthetic quality of the new 
hypnotic, Chloretone, united to the antiseptic and healing properties 
of boric acid, as is found in the new combination (Boro-Chloretone, 
P. D. & Co.), forms an ideal preparation for the purposes for which 
iodoform is extensively used, being possessed of those properties 
common to the latter drug without its disagreeable odor, and the 
attendant danger of iodine when long continued. The author 
claims to have had Boro-Chloretone in constant use since its first 
appearance. 

F. C. E. 

Hay Fever, A Rational View of the Etiology Of.—Gkro. J. Brsrt, 


M.D. (Englewood, N. J.).—7he N. A. Jour. of Homeopathy, Feb. 
1902. 


An extended argument tending to confirm the author’s theory 
that hay fever is the result of drug toxemia from the diffused em- 
anatims of certain plants, in individuals in some way predisposed. 


F..C.. Be 











SELECTED ABSTRACTS. 


Reduction of Nasal Obstruction with London Paste.—A. C. 
RoceErs (Los Angeles).—South. Calif. Practit., Feb., 1902. 

The article commences by a caution that London paste is not 
adapted to all conditions, but it is claimed by the author that it is 
more easily managed than nitric or chromic acid, and is more ener- 
getic than trichloracetic acid. In using, half a dram of the powder 
is placed on a glass or porcelaine surface and moistened with 
enough saturated solution of boric acid to render it about the con- 
sistency of thick paint. It is spread upon the nasal enlargement 
about the thickness of paper, and over an area of from the size of a 
dime to that of a quarter. 

Some loose cotton is then inserted in the nose. If violent sneez- 
ing follows, the patient is to recline for ten minutes, holding the 
ends of the fingers firmly on the upper lip below the nose. On in- 
spection at the end of ten minutes, a dark sunken surface will 
be found where the white elevation was. This is covered with 
some protective, such as zinc ointment, and a plug of cotton, and 
allowed to remain. On the following day considerable swelling 
will have taken place, and the nose should be carefully cleansed 
daily until a firm crust is formed. This crust may be removed as 
soon as its edges can be loosened, but will reform each day. In 
two or three weeks the tumor will De found shrunken and the 
paste can be reapplied if necessary. 

EATON. 


A Case of Progressive Unilateral Atrophy of the Face and Tongue. 
—ALIcE M. Woops (San Francisco)—Occident Med. Times, 
Dec., 1901. 

Patient was a woman of 38, who sought relief from cramps in the 
muscles of the right side of her face. She gave a neuropathic his- 
tory. The twitching and cramps of the muscles began four years 
ago, and came on irregularly. There is lack of symmetry of the 
face * * * Within the mouth there is a difference in size in the 
two sides of both the roof and floor. “The tongue presents a most 
peculiar appearance, as the right side is reduced to apparently one- 
half the left side of this organ.” 
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The author remarks that the case is peculiar in that the atrophy 
is right-sided, as most observers make mention that it is generally 
on the left side. The initial lesion developed shortly after an in- 
fectious fever in youth. 

EATON. 
Rhino-pharyngitis and Chronic Tonsillitis and their Sequelae in 
Children.—G. Duponn.—Rev. Heb. de Laryng. D’ Otol. et de Rhin. 
Jan. 25, 1902. 

The complications which may result from chronic rhino-phar- 
yngo-tonsillitis may be divided into three catagories: 

1. Infection of the neighboring parts, such as otitis media, dac- 
ryocystitis, keratitis, kerato-conjunctivitis, phlyctenula, multiple 
adenopathy, peri-pharyngeal abscess, laryngitis, trachitis, recurrent 
bronchitis and even broncho-pneumonia. 

2. Mechanical and reflex complications, deafness due to adenoid 
vegetations, asthmatic attacks, laryngitis stridulous, nocturnal in- 
continence of urine, cephalgia, intellectual apathy, pulmonary em- 
physema and thoracic deformities. 

3. Distant complications, general and visceral infection, diphthe- 
ria, nephritis and endocarditis, and finally tuberculosis. 

When a child is affected with chronic rhino-pharyngitis, we 
should not neglect the general constitution, and an anii-scrofulous 
treatment snould be followed out. The local treatment, however, 
is the most important. 

This consists of instillations into the nasal fossae of anti-septic 
oils by means of a Marfois syringe. Pommades may be used in- 
stead if the child is too young. 

If these means are insufficient, operative measures should be in- 
stituted. These consist in removing the tonsils and in curetting 
the vegetations which obstruct the naso-pharynx. 

W. SCHEPPEGRELL. 
Rarefying Osteitis in Chronic Empyema of the Ethmoid and 
Sphenoid Simulating Atrophic Rhinitis —Emma E. Musson 
(Philadelphia ).— St. Louis Med. and Surg. Journ., Dec., 1901. 

The author quotes Hajek’s statement that: “Rarefying osteitis 
is always the result of long-continued deep inflammation of the 
mucous membrane and the medullary spaces. * * * The re- 
sult is a disappearance or an excessive thinning of the osseuous tra- 
beculae, but at no time is this a carious process * * .” This 
process of resorption may go on to a complete disappearance of the 
middle turbinated and the ethmoid cells. 
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Grunwald’s opinion that atrophic rhinitis is always the result of a 
purulent involvement of the accessory sinuses is contradicted by 
some writers, who contend that when pus is found in the ac- 
cessory sinuses when there is atrophic rhinitis, it is always a sec- 
ondary infection or an extension of the diseased process from the 
nasal mucous membrane. 

The author's clinical experience leads her to believe that we 
have to deal with two different affections; one a chronic empyema 
of the accessory sinuses leading to a rarefying osteitis, and thus 
resorption of bone; the other an atrophic rhinitis ; that is, catarrhal 
inflammation leading to a more or less complete destruction of the 
muciparous glands and follicles, etc. 

Differential diagnosis is at times very difficult, and may not be 
reached until the patient has been under observation for some time, 
and yet on the ability to make this diagnosis lies the prognosis of 
the disease. A permanent, though possibly long-delayed cure can 
be hoped for in empyema of the accessory sinuses, while only the 
more distressing features of the case can be alleviated in atrophic 
rhinitis. 

Five of her own cases are related by the author, and the details 
of diagnosis, symptoms and treatment given. 

The article is of more than usual interest and practical value. 

EATON. 


Two Cases of Laryngeal Paralysis Accompanying Mitral Stenosis. 
—SINCLAIR GILLIES (Sydney).— Australas. Med. Gaz., Nov. 20, 
1901. 

The condition described in the two cases is stated by the author 
to be extremely uncommon. 

The first patient was a single woman aged 30. At the age of 
11 she had an attack of subacute rheumatic fever and subsequently 
three attacks of chorea. Eighteen months before being examined 
she was attacked with shortness of breath and palpitation. Six 
months ago abductor paralysis of her left vocal cord was diagnosed. 
Later she was found to have well marked vocal stenosis. 

The question arises, “What connection, if any, is there between 
her laryngeal and cardiac condition?” 

The author thinks that his second case affords a probable so- 
lution. 

It is that of a man of 40, who had been under treatment for three 
years for well marked mitral stenosis and regurgitation. He was 
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found to have complete paralysis of the left cord. A day or two 
afterwards the patient died suddenly. 

On autopsy the pulmonary veins and arteries were injected with 
plaster of Paris and also the heart and aorta. The left vagus and 
recurrent laryngeal nerves were sufficiently dissected out to mark 
their course without altering their relations, the whole heart being 
enlarged, but especially the left auricle. On tracing the left re- 
current laryngeal it was seen to pass between the arch of the aorta 
and the dilated left branch of the pulmonary artery. Here pressure 
had occurred, and on tracing the nerve further it was seen that at 
no other part of its course was there any cause for compression. 
“The inference is that in both the cases the left cord resulted from 
compression of the recurrent laryngeal between the aortic arch and 
a dilated left branch of the pulmonary artery.” 

EATON. 
Observations upon Forty Consecutive Cases of Intubation of the 
Larynx in Diphtheria.—Conrap Basan.—Lancet, July 13, 
1901. 

Intubation of the larynx is by no means a difficult operation, and 
that it is successful in diphtheritic stenosis the table given below 
sufficiently demonstrates. Since its introduction into the diph- 
theria wards of the Eastern Hospital it has been given a fairly ex- 
tensive trial, and, excluding those cases in which it was contraindi- 
cated, intubation was tried before having recourse to tracheotomy. 
Diphtheria antitoxin was also freely administered, and much of the 
success in the cases is due to its efficacy. The operation is easy; 
indeed, the anatomical knowledge possessed by a student, com- 
bined with a little manual dexterity that can be acquired by prac- 
ticing upon the cadaver, is all that it necessary, albeit there are 
difficulties in the living that cannot be learned otherwise than by 
experience. But in spite of the patient’s temporary struggles, the 
obliteration of anatomical landmarks through inflammatory swell- 
ing, spasm of the glottis, and so on, it is surprising how easy the 
operation becomes with a little practice. The instruments used at 
the Eastern Hospital were supplied by Collin of Paris. Compared 
with the ordinary O’Dwyer’s, the tubes are lightly made, shorter, 
and the fusiform swelling of the body shades off above and below 
less abruptly. The obturator is jointed as usual, but the upper ex- 
tremity has a horizontal slit, into which the end of the sliding catch 
of the introducer fits. This is in every way satisfactory; it locks 
safely, and is not liable to get out of order. 
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The results of the forty consecutive cases intubated are set out 
in the following table: 


‘Number 
of Cases. Rec'd. Died. 
IMEDATION BIOL, 0. « 95 6:4 onic cdtane mecinn wie 32 28 4 
Intubation with subsequent tracheotomy.. 8 5 3 
PMOUANS sotto a neate ote Bui reete testes 40 33 4 


The ages ranged from thirteen months to seven years; the 
youngest recovery was eighteen months. Of the eight tracheo- 
tomies after intubation, four patients had membrane in the trachea. 
Two of these died from broncho-pneumonia; the other death was 
that of a child with an impermeable fibro-cartilaginous stenosis of 
the larynx following upon intubation, who succumbed to a relapse 
of diphtheria some months later. Of the four cases of death after 
intubation alone, three were hopeless diphtheria cases. Two of 
these patients died completely relieved of the obstruction, with the 
tube in the larynx. The other patient developed scarlet fever two 
days after admission, and, although she had quite recovered from 
the laryngeal obstruction, a brawny, spreading cellulitis of the neck 
set in, with otorrhea and broncho-pneumonia, and she died twen- 
ty-two days after admission. The post-mortem notes of one of the 
cases in which the patient died with the tube in the larynx are 
given. 

For intubating the larynx the author always adopts the dorsal 
decubitus position for the patient. Much valuable time is saved 
thereby should tracheotomy become necessary, for, indeed, intuba- 
tion should never be attempted in diphtheria without all the re- 
quisites for a cutting operation being close at hand. Nearly all 
the patients require the introduction of a gag, and the breathing 
during this process may become severely embarrassed, and even 
cease, so that instant tracheotomy is necessary. Great care and 
gentleness must, therefore, be exerised in introducing this instru- 
ment ; it should be inserted on the left side, away from the operator, 
it being noted that the tongue has fair play, and that the mouth 
is not unduly widened. For toothless children the index-finger of 
the assistant inserted as far back as is convenient between the up- 
per and lower jaw is all that is necessary. For patients who refuse 
to be gagged a very simple plan is to excite the reflex by passing 
the index-finger behind the last molar teeth.“ Any struggling 
should be controlled without in any way embarrassing the move- 
ments of the chest and abdomen, an assistant for this purpose stand- 
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ing on the right side of the table behind the operator. Severe 
swelling of the laryngeal mucosa with an ill-defined epiglottis is not 
uncommon, and may preclude all possibility of intubation ; indeed, 
the propriety of attempting it under these conditions is question- 
able, as it is naturally so in cases of naso-pharyngeal and faucial 
swelling, combined with membrane almost occluding the faucial 
cleft and completely blocking the nares. 

The tube may slip into the esophagus; this is very common, and 
is readily discerned by the absence of relief and the gradual short- 
ening of the silk thread attached to the tube. If the epiglottis 
is held well forward by the introduced finger this accident is less 
likely to happen. Spasm of the glottis may be so persistent that 
the tube will not enter for quite an appreciable space of time, whilst 
the patient’s condition begins to give cause for anxiety. It usually 
yields, however, providing the manipulation is extremely gentle, 
when the succeeding inspiratory effort readily allows the tube to 
slip in; indeed, it is good practice to insert the tube during inspira- 
tion, for it is in these cases particularly that damage to the laryn- 
geal mucosa and its ventricular bands is likely to occur unless this 
possibility of spasm of the glottis be always borne in mind. 

Vomiting might be considered a very likely ocurrence, but it is 
surprising that, despite the reflex induced, in reality it rarely oc- 
curs. This is possibly due to stronger reflexes being simultan- 
eously called into play. With the tube in situ the breathing gen- 
erally proceeds satisfactorily, and the relief is immediate. Re- 
traction of the chest, however, may not in some cases entirely dis- 
appear. This is frequently due to blood from the fauces (detached 
membrane) and mucus narrowing the lumen of the tube. The 
cough generally succeeds in expelling this, and ultimately the re- 
lief is complete. Membrane may be pushed down in front of the 
tube, and be either free or flapping at its tracheal aperture. Tran- 
quil breathing may succeed in spite of this for a few minutes ; when, 
however, coughing set in it failed to expel the membrane, respira- 
tion ceased and instant tracheotomy was performed. Relief may 
not be obtained at all. In some cases this is due to the swollen 
tissues in which the head of the tube is embedded or to tracheal 
obstruction. The list of recoveries also contained a case where the 
tube was enclosed in a laryngeal cast. A patient may progress sat- 
isfactorily for a day or two, and the tube then become suddenly 
blocked with membrane. Unless the tube is instantly expressed or 
immediate tracheotomy is performed, the -child’s life may be lost. 














484 SELECTED ABSTRACTS. 


But although several such cases have occurred in the list given 
here, a fatal catastrophe has fortunately been averted. The tube 
may get dry or partially occluded with tenacious mucus and mem- 
branous debris, and if the cough is absent, or, if present, is too 
weak to expel the secretion, signs of distress naturally make them- 
selves evident. The tube may be coughed up at varying inter- 
vals. In some cases the patient progresses satisfactorily without 
further operative interference, in others the tube may have to be re-' 
turned almost immediately, whilst there are a few cases in which 
the larynx is so intolerant that reintubation is impossible and re- 
course must be had to tracheotomy. 

Before discussing the treatment after intubation, the question is 
raised as to whether the silk thread affixed to the tube should re- 
main. Personally, the author always removes it; its presence is 
a constant source of irritation and annoyance to the patient, and 
it necessitates the hands being tied to the bedsides, adding yet 
another cause for discomfort. Unless passed between the inter- 
stices of the teeth, it is very liable to get bitten through. In favor 
of its retention, however, it certainly affords a means whereby the 
nurse can readily remove the tube in an emergency; but as nurses 
can be taught to express the tube successfully, the aforementioned 
reason loses much of its import. 

Although the cases in which membrane was expectorated by the 
tube are few in number, the author cannot help thinking that in 
many of the younger children membrane is coughed up and swal- 
lowed with the mucus. Despite the fact that intubation may be 
done in an incredibly short space of time, patients must not be 
allowed to get too bad; intubation should be performed before 
tracheotomy becomes justifiable, and should the first attempt be 
unsuccessful, it is well in many cases to remove the gag, and to 
allow the patient to recover from the temporary embarrassment. 
Persistent and prolonged attempts to intubate are wholly unjustifi- 
able, and may induce an irrecoverable collapse of the lung. 

With regard to treatment, as early as possible diphtheria anti- 
toxin should be injected, 6,000 or 12,000 units at once, and re- 
peated in twenty-four hours if necessary. Immediately after the 
tube is inserted, cut the thread above the knot, and before with- 
drawing it steady the tube with the index-finger of the left hand 
passed behind the epiglottis. The mouth must now be cleaned out, 
and it is advisable to let the patient sit up, as the cough is more 
effectual in this position. See that the breathing is now well estab- 
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lished before returning the patient to bed. No food should be 
given by mouth, for intubated patients can rarely swallow with 
safety. Nasal or rectal feeding is by far the best method; giving 
nourishment with the foot of the bed raised is at the best tedious 
and frequently unsatisfactory. 

To insure that the laryngeal tube is kept as clear as possible it is 
most important that the patients should cough well and frequently, 
and for this reason prolonged sleep is injurious. If the cough is 
absent, or if present, it is weak and unproductive, sips of water 
should be administered regularly every two or three hours, day and 
night, to excite the reflex. The author has found this simple ex- 
pedient of the greatest service; indeed, considers it an indispensa- 
ble expedient of the greatest service; indeed, considers it an in- 
dispensable part of the treatment. Should the secretion be scanty 
or tenacious, a mixture containing iodide of potassium, antimon- 
ial wine, ipecacuanha wine, and tincture of squills is a great help 
in restoring its fluidity and ready expulsion. Irrigation of the nose 
and throat should be suspended as long as the tube remains in the 
larynx; the mouth, however, may be swabbed out when necessary. 
How long the tube is to remain in, providing the breathing is sat- 
isfactory, is a most difficult suestion to answer; indeed, there are 
no indications to guide one as to when to remove it. At the end 
of three days is a very good time to express it. Expression is 
readily accomplished thus: The patient sitting upright, extend the 
neck, and, with the left hand grasping the occiput, and bend the 
fingers of the same hand round the nape of the neck. Press the 
thumb backwards and slightly upwards, and at the same time pull 
the head well forward on to the chest. This rarely fails to dislodge 
the tube, and there is no danger of it being swallowed. The tube 
should be carefully examined, and if there is much discoloration and 
the urgent symptoms return, it is better to perform tracheotomy ; 
otherwise reintubate, and wait another three days. Frequently 
a little recession returns, but it soon passes off. 

The unsuccessful attempts to intubate the larynx are not dealt 
with in this paper, nor are the cases which were intubated after 
tracheotomy for the purpose of restoring laryngeal breathing. 
They, were, however, very few in number ‘and they call for no 
special reference. With antitoxin intubation should hold a place 
in the treatment of diphtheritic laryngeal stenosis, but, unfortunate- 
ly, its scope of usefulness is practically limited to hospital prac- 
tice. A great desideratum in its favor is that it preserves the con- 
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tinuity of the respiratory tract. The author records his gratitude 

to Dr. E. W. Goodall for kindly introducing to his notice Dr. 

Raoul Bayeux’s method of “enucleating” (expressing) the tube. 
St. CLAIR THomson. 


Some Further Cases of Ethyl-Chloride Narcosis. 
McCarpiE.—Lancet, July 20, 1901. 

There was recently published in the Lancet! a paper in which the 
author gave short notes of some cases of ethyl-chloride narcosis, 
and he now recounts his experience of some cases in the hope that 
it may be a help to others who wish to make trial of ethyl chloride 
as a general anesthetic. One case is of interest, because the patient 
died about an hour after the administration ; another case because 
of the development of a rash during anesthesia; and yet another 
case because the accompanying muscular excitement made full an- 
esthesia and operation impossible. The longest operative anes- 
thesia lasted for from sixteen to seventeen minutes, and the re- 
sult in every way was excellent, although, according to her medi- 
ca! attendant, the patient had had very serious symptoms when 
he had once before given her chloroform. The administrations 
for removal of tonsils and adenoids in many of the selected cases 
gave excellent results. A list of cases is appended. 

In all of the adenoid cases, nitrous oxide, failing ethyl chloride, 
would have been administered, and the operator in most cases 
found much advantage in ethyl chloride over nitrous oxide, as 
giving a much longer anesthesia, usually lasting from three-quar- 
ters of a minute to two minutes. and causing no congestion, while 
apparently having a distinctly stimulative action. In the recumb- 
ent position, at any rate, the insertion of a mouth-prop before be- 
ginning the administration rather hinders free breathing and up- 
sets the patient. It is preferable to place the closed blades of a 
Mason’s gag in the corner of the mouth, and even better to insert 
the instrument when full anesthesia has been induced. The drug 
should be given until the pupils are contracted or just beginning to 
dilate, and till the conjunctiva is insensitive and full muscular re- 
laxation has occurred; then the mouth can be easily opened, and 
the operation proceeded with. Ethyl chloride has obviously great 
advantages over gas in these short adenoid operations, where an 
extra minute or half a minute of anesthesia makes all the differ- 
ence to absolute success. On the average the author uses between 
" JLancet, March 9, 1901, p. 698. 
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¢ and 10 c.c. in these cases, much usually remaining over. It would 

seem that in many short ear and nose operations ethyl chloride 
might also be used with great advantage. In ear, nose, and throat 
work there is apparently no objection to administration in the sit- 
ting-up position, a great gain to the operator, in that the usual 
relative position of surgeon and patient is maintained. In dental 
work nitrous oxide suffices’ for very short cases when given in the 
ordinary way. For slightly longer cases ethyl chloride would be 
very advantageous, but for the longest cases of all—those, say, last- 
ing for from three minutes to ten minutes—nitrous oxide, given by 
the Coleman-Paterson method, answer every purpose, since it can 
be continuously used during operation. Seitz of Constance, a 
well-known dental surgeon and writer on dental subjects, in a re- 
cent work on dental narcosis, strongly recommends ethyl chloride 
for dental operations instead of nitrous oxide or ether. 

If the patient be very strong and very excitable, and especially 
if he be an alcoholic, and it be attempted to administer ethyl 
chloride, it is advisable to have both ether and chloroform to hand, 
as instanced in the case of the patient in Case 12, who showed great 
muscular and mental excitement. According to Lotheissen, Wies- 
ner, and others, excitement is chiefly shown by alcoholics, but the 
patient just referred to was an abstemious man. 

After-effects have in all the cases been slight or absent alto- 
gether. 

The author thinks that, contrary to the custom of some admin- 
istrators who “crowd” on the anesthetic, dosage should be by 
gradually increasing additions of small quantities of the drug—say, 
2 or 3 c.c. at a time—and until anesthesia is attained, and then 


about the same amount given per minute will generally be enough 
to maintain narcosis. There is decidedly a disadvantage in pour- 
ing out at the first a full dose, pressing the inhaler very firmly on 
the face, and keeping it on, in spite of crying and struggling, till 
the patient is under. By this method overdosage may occur, and 
the patient will not forget the terror and feeling of suffocation 
during the induction of narcosis. 

The case of death after operation, under the influence of ethyl 
chloride, in no way shakes his present opinion of its value as a 
narcotic, and he has since then taken every opportunity of trying it 
for the shorter surgical operations. Finally, ethyl chloride might 
advantageously be used instead of nitrous oxide mixed with oxy- 
gen or nitrous oxide alone for many of the shorter operations, 
and more especially in the case of less vigorous patients. 


St. CLAIR THOMSON. 





BOOK REVIEWS. 


Some Thoughts on the Principles of Local Treatment in Diseases of the 

Upper Air Passages. By Sir FELIX SEMON, M. D., F.R.C.S. 

Being two lectures delivered at the Medical Graduates’ College and 
Polyclinic on October 2nd and October 9th, 1901. With an appendix con- 
sisting of two letters published November 23, 1901 and January 11, 1902 in 
the British Medical Journal. 130 pp. cloth bound. Published by Mac- 
millan & Co., London and New York, 1902. Price 2 sh. 6d. 

In a monograph of 130 pages the author presents two lectures deliv- 
ered last year at the Medical Graduates’ College and Polyclinic, to which 
is added a letter to the editor of the British Medical Journal, expressing 
his opinion against “Operative Intemperance.” 

To those of our readers who have carefully followed the spirit of dis- 
cussion which arose and which appeared in a number of issues of the 
British Medical Journal from November 16th, 1901, to January 11th, 1902, 
the reprinting of the lectures in monograph form and the fully expressed 
opinions of so eminent an authority and careful observer as Sir Felix Semon, 
will be gratefully received. 

It must be admitted that there is still much room for contention, and 
the warnings of this’ experienced authority against excessive zeal and too 
much operating are timely. M. A. G. 
International Medical Annual.—A Year-Book of Treatment and Practition- 

ers’ Index. 688 pp., cloth, 25 plates, 14 charts, and 65 illustrations. 


Publishers, E. B. Treat & Co., 241 W. 23rd St., New York, and 199 Clark 
St., Chicago. Price $3.00. 


This Year Book adds an additional feature to those of the other An- 
nals, in that it is more international in the character of the literature that 
is reviewed. 

The volume contains many excellent recent therapeutic suggestions in 
Otology and Laryngology. As this Annual is classified by subjects alpha- 
betically, the information of special interest to our readers is scattered 
throughout the book; in this again, it differs from our American Annuals, 
as here Otology and Nose and Throat diseases are considered in separate 
paragraphs, 

We specially note an excellent paragraph on recent progress in aural 
surgery, (page 257) in which the evolution of the radical treatment of mas- 
toid abscess and the various operative procedures recommended for its 
eradication are briefly but carefully considered. M. A. G. 
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